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For the pregnant, a good start to the day may 
be marred by nausea and vomiting. But 
morning sickness is not an inevitable condition : 
control or improvement of symptoms is possible 
with ‘Avomine’, now widely acknowledged as 
a safe and effective anti-emetic for prophylaxis 


and treatment. 


Supplied in pocket containers of 10 tablets 
and larger containers of 250 tablets. - 
* 
rede mark brane 


promethazine 8-chlorotheophyllinate 


MANUFACTURED BY @ MAY & BAKER LTD 


DAGENHAM ESSEX 











Distributors: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - 


For contents of this issue see overleaf 

















R, 
RSA YWDISINB°O)b 


(brand of colloidal kaolin B.P. and liquid paraffin) 


for Toxaemia and Constipation 
during the Antenatal and 
Postnatal Periods 


DOSE.—Kaylene-ol, 1 to 2 dessert- 
spoonfuls half an hour before break- 
fast and at bedtime. If constipation is 
marked, substitute KAYLENE-OL ¢ 
PHENOLPHTHALEIN (0.5%) 


In the Ministry of Health’s comparative list Kaylene-ol 
is quoted at exactly the same price as the B.P. equivalent. 
All the products of Kaylene (Chemicals) Limited are in 
Category 2 or Category 4 in the Ministry of Health’ s Classi- 
fied List, and are therefore prescribable on Form E.C.10. 


Samples and literature on request 


KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON, N.W.2 
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“PRIMOLAX” 


for the 
rational treatment of 


INTESTINAL STASIS 


H. R. NAPP LIMITED, 3 & 4, CLEMENTS INN, LONDON, W.C.2 
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No greeting at the gate today . . . merely a wan little wave from 


the window. In disgrace? No, simply run-down and listless. 


Youthful energies are so easily mislaid at this time of year. And there 

is much to be said for a truly nourishing tonic—a tonic such as 

Minadex. By replenishing the blood’s reserves of iron and by ensuring an 
adequate intake of protective vitamins A and D, Minadex fights fatigue 
and fortifies resistance to infection through the natural mechanisms. 

And its delightful orange flavour appeals especially to children, 

ensuring that regular doses are willingly taken. 


Syrup Minadex ... 


ORANGE-FLAVOURED MINERAL-VITAMIN TONIC 6-02. & 12-02 


<35 





VI THE PRACTITIONER 








T] 
SSGESSSESSSEGS oes GSEGSSESSESSBESS 


A GUIDE TO OBSTETRICS PRACTICAL 
IN GENERAL PRACTICE CHILD PSYCHOTHERAPY 


W. C. W. NIXON and ERIC B. CURT BOENHEIM enables the 
HICKSON * deserve commendation practitioner to assess those cases 
for giving us a book of reasonable with which he can deal successfully 
size and price which deals essentially and know which to referto a 
with day-to-day practical issues.” specialist 

B.M.J. 35 illustrations 30s net Second Edition 15s net 


SIGNS & SYMPTOMS VITAMINS IN NUTRITION 
CYRIL MITCHELL MACBRYDE | AND HEALTH 


has edited this comprehensive 
volume ‘and the practising physi- 
cian must be rare indeed who will 
not find much in it to interest and 
instruct him.’—Practitioner and hospital dietitians 


156 illustrations 70s net | Illustrated 12s 6d net 


28 2 G2 8s 


c 
c 


AUDREY Z. BAKER provides a much- 
needed working knowledge of vitamins 
designed to help general practitioners 


€ ¢ G3 Gs G8 Es Gs Es Es €8 Os G8 G2 Os 2 








H. K. LEWIS & Co. Ltd. | ) 
BOOKSELLING DEPARTMENT | y J {( = INHALER 


Large stock of Textbooks and recent Litera 
ture in all branches of Medicine and General 
Science. Catalogues on request 


FOREIGN DEPARTMENT 


Books not in stock obtained under Licence 
STATIONERY DEPARTMENT 


All students’ requisites 
> ; STANDARD MODEL 
lca ro ny oe tel { Book for use in the Home 
A constantly changing large stock of Books . 
on Medicine, Science and Technology ; . & Surgery £ 8-8-0 
always available 


LENDING LIBRARY 
Medical and Sc ae 
Annual Subscription wn or Countr) 
from TWENTY- FIVE SHILLINGS | Perfect Dial Control 
Special terms to Students at the London and of mixture for - 
Provincial Medical Schools Analgesia » Anaesthesia - 
The Library includes all recent and standard For use by the Doctor BEDRAIL ATT. -_ 
in cases of Maternity . \ 
for use in the W perma 
3 


Works in all branches of Medicine and Science M $ 
and is particularly useful to Societies, Student or Minor surgery 
and Research Workers 


Prospectus post free on request 
from 


SURGICAL HOUSES 








H. K. LEWIS & Co. Ltd. 
136 G Ss . , W.C.1 ¥ 
6 Gower Street, London CYPRANE ITD Howorth Keighley Yorks 


Telephone: EUSton 4282 (7 lines) 
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1954 CURRENT THERAPY 
Edited by HOWARD CONN, M.D. 930 pages. 55s 
The sixth annual volume of this outstanding book on Treatment. Each year’s 
volume increases its popularity. It is authoritative and it puts today’s best treat- 
ments at your fingertips 


Sweet’s THORACIC SURGERY 
By RICHARD H. SWEET, M.D., Clinical Professor of Surgery, Harvard Medical 
School. 381! pages, 159 illustrations. 50s. New (2nd) edition 
. . @ book of which the Harvard School may well be proud . . . The complete range 
of thoracic surgery has been covered . . . we are convinced it will remain as popular 
as its predecessor.’ British Journal of Surgery. 


MANUAL OF CLINICAL MYCOLOGY 
By NORMAN F. CONANT and Associates at Duke University School of Medicine 
New (2nd) edition. 456 pages, 202 figures. 32s. 6d 
A concise explanation of the diagnosis and treatment of all diseases of fungus 
origin. An outstanding contribution to an important subject 


HEPATIC CIRCULATION AND PORTAL 
HYPERTENSION 
By CHARLES G. CHILD, M.D., Professor of Surgery, Tufts Medical College. 
444 pages, 132 figures. 60s 


Of great interest to those interested in the physiology, both normal and abnormal, 
of this unique circulatory system. 


‘* This is a magnificent monograph . . . there are few physicians and fewer surgeons 
interested in the problem of portal hypertension who will not wish to possess this 
book."’ The Practitioner. 


FUNDAMENTALS OF OTOLARYNGOLOGY 


By LAWRENCE R. BOIES, M.D., Professor of Otolaryngology, University of 
Minnesota. New (2nd) edition. 487 pages, 197 figures. 35s. 
(Prices quoted are special ones which apply only to the U.K.) 





W. B. SAUNDERS COMPANY LTD., 7 Grape Street, London, W.C.2 
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RESIDENT MEDICAL DIRECTOR 


ipplications are invited for the position of 
RESIDENT MEDICAL DIRECTOR 


at St. John of God Private Psychiatric Hospital, Stillorgan, Co. Dub 
Conducted by Brother ‘ bn G 

HOSPITAL CONTAINS 135 BEDS 

Candidates should be of Consultant Status and possess the highest qualitication 
ATION FORMS WITH PARTICULARS SENT ON REQUES 
WS TO BE RETI NED 

AUGUST 31, 1954 
1 Private Psychiatric Hos 
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new editions of 


Favourite 
Prescriptions 


This book, first issued in October, 
1950, incorporates the successful 
symposium published in the July, 
1950, number of The Practitioner. 
The contents have now been revised 
and a new chapter on 
Prescriptions for Children* has been 


* Favourite 


added 


Fully indexed—88 pages of text 
Price 5 - (postage 4d.) 


Notes on 
Indigestion 


This pamphlet, first published in 1949, 
explains in simple language the prin- 
ciples and practice of the treatment 
of dyspepsia and is intended for 
distribution to patients with dyspepsia 
in order to help them carry out their 
practitioner's advice. This revised 
edition includes dietary instructions 


6d. each, 10 for 4.6, 100 for £2 
(post free) 
(Special price for larger quantities) 


PUBLISHING DEPARTMENT, 


THE PRACTITIONER 


5 BENTINCK STREET, LONDON W.1 


After many bacteriological experiments 
this mask was designed to arrest all 
droplets from the mouth and nose, and 
so to prevent contamination during 
operation. The “ Cestra " Mask consists 








" Cestra Mask 


FOR SURGEONS AND NURSES , 





of four layers af fine dental gauze. It 
fastens securely under the chin, has an 
air gap at the sides, is comfortable to 
wear for long periods and may be easily 
sterilised 


Obtainable from Chemists and Medical Stores 
MADE BY ROBINSON & SONS LTD., Wheat Bridge Mills, Chesterfield 
Tel. Chesterfield 2105 London Office : King’s Bourne House, 229/23! High Holborn, 
London, W.C.! Tel. Holborn 6383 Manufacturers of al! kinds of Surgical Dressings 
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OXFORD MEDICAL PUBLICATIONS 


PULMONARY TUBERCULOSIS 
PATHOLOGY, DIAGNOSIS, MANAGEMENT AND 
PREVENTION 
by WALTER PAGEL, M.D 
i 4. H. SIMMONDS, M.D., D.P.H 
and NORMAN MACDONALD, M.B., M.R.C.PAEd.) 


‘It can be stated with confidence that this is a most complete 


and satisfying book of the highest quality. It is well documented 

illustrated and produced and is strongly recommended to students 

of pulmonary tuberculosis at all levels of experience.’ 
POSTGRADUATE MEDICAL JOURNAI 


THIRD EDITION 742 pages 317 illustrations 84s. nel 


OXFORD UNIVERSITY PRESS 














CASSELL MEDICAL BOOKS 





TEXTBOOK OF 
GYNACOLOGICAL SURGERY 
VICTOR BONNEY, M.S., M.D., B.Sc., F.R.C.S. 


This new edition of a standard work on British Gynecolog 
been thoroughly revised to incorporate | development 
treatment Of particular importance ar 
with pelvic exenteration and the radical operation 
The tech: iques Oo both operations are ft | 

Sixth Edn 


THE DIAGNOSIS AND TREATMENT OF 
MENSTRUAL DISORDERS AND STERILITY 


By CHARLES MAZER, M.D., F.A.C.S., and LEON ISRAEL, M.D., F.A.C.S. 


In this edition so much new material has been added that it reads 


book. It is now the most complete and convenient guide t 
available for the management of menstrual disorders and fert 


T) 


j 
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37-38, St. Andrew’s Hill, London, E.C.4 
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A notable advance in the treatment of 


HMYPERHIDROSIS 


Bromidrosis and Tinea Pedis 


(Paraformaldehyde 3.5 D.C 

A welcome departure from the tedium of formaldehyde foot baths, ointments, constant changing of hose 
etc. Clinical tests conducted throughout the country have produced remarkable evidence of the effectiveness 
of these Insoles. At a temperature of 85°F. a gradual but continuous formaldehyde vaporisation occurs 
during the period of wear (usually two or three days) which causes a“ regeneration "' of the skin, thus ensuring 


a more normal exudation of metabolic waste products. The period of immunity varies from two weeks to 


several months according to the severity of the condition, after which the Insoles can be reinserted as req ed 


Descriptive literature and sample pair for test gladly supplied on request Please state shoe siz 


A ‘Highest in Merit’ product of HINDERS LTD. 174-192 Estcourt Road, London, S.W.6 


U RSO A ‘LASTEX’ 
Surgical Stockings 


Specify “Burson” for Two-Way Stretch 


Uniform tension, easily adjustable Burson Elastic Stockings are mad 


Strength at points of greatest strain {Tom the finest “Lastex” yarn to giv 
them a special two-way stretch. And 


Lightness and coolness for comfort .,,. complete range of Burson Hosiery 
Expert fashioning for exact fitting ensures a perfect fitting in every case 
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ao “Hammock” 


for th 


Y~ growing uterus 


Spencer Support 














For turther information write to 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


Surgical and Orthopaedic Supports 
BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 


SPENCER HOUSE 


Branch Offices: 
Tel.: BLAckfriars 9075 


MANCHESTER. 38a King Street, 2 

LIVERPOOL 79 Church Street, |! Tel.: ROYal 402! 

LEEDS Victoria Buildings, Park Cross Street Tel.: Leeds 3-3082 
(opposite Town Hall steps) 

BRISTOL 44a Queens Road, 8 Tel.: Bristol 2480! 

GLASGOW 86 St. Vincent Street, C.2 Tel.: CENeral 3232 

EDINBURGH: 30a George Street, 2 Tel.: CALedonian 6162 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 


Retailer-Fitters resident throughout the Kingdom, name and address of nearest 


Fitter supplied on request 


Trained Spencer 


Copyright 











THE PRACTITIONER 














CUMOPYRAN ... here’s how 


it compares with Dicumarol : 


41. Haematuria has not been observed in 
patients receiving CUMOPYRAN over pro 
longed periods except in a few instances 


where over-anticoagulation had occurred 


2. Little or no gastrointestinal disturbance 


has been encountered with CumoryrRan, 


3. Certain authors have believed it easier 





to maintain the desired prothrombin level 


with CUMOPYRAN 
4. Onset of effect is sometimes more rapid 


s. It is more potent ; therefore the dosage 


is smaller 





6. Patients who are resistant to Dicumarol 











effect are sometimes less resistant to the 


action of CUMOPYRAN 





Iris important that CUMoPYRAN be used with the same precautions 
recommended for Dicumarol. Before prescribing CUMOPYRAN, please 
write to Abbott Laboratories Ltd., Perivale, Greenford, Middx 

for detailed literature describing its use and the precautions 


to be observed. 25mg. CUMOPYRAN grooved 


tablets are supplied in bottles of 100. Obbeott 


Cumopyran 


(CYCLOCUMAROL ABBOTT) 
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for 


Motion Sickness 


treatment or prophylaxis 





SEARLE 


Dramamine 
TABLETS 





SEARLE 


Ethical Pharmaceuticals 
since 1888 


6.0 SEARLE «co.uro. 


17, Manchester Street 
London, W.1. 


Telephone » Welbech 1306 
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Jack BARCLAY 


LimirTreto 


BERKELEY SQUARE 


The Largest Official Retailers exclusively for 


ROLLS-ROYCE & BENTLEY 


y the World’s best cars Rolls-Royce and 

Phat why our London Showrooms are devoted 
exclusively to these famous cars. We can show 
you the best selection of new and used ears, and 

offer exceptional after sales service. You are 


welcome to call, or write for our Stock List. 


MAYFAIR 1444 


Danvers Street, Chelsea, London, S.W.3 Flaxman 2223 
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CONTROL 


} 


{| VIRTUALLY WITHOUT 
SIDE EFFECTS 


j 
/ BLOCK 
PARASYMPATHETIC 


A NERVE ENDINGS 
SMOOTH MUSCLE CQ 


BLOCK 
SMOOTH MUSCLE 
CELLS 














CARDIAC 
A NEW ANTISPASMODIC AGENT EFFECTS 


It has been dem trated animal enteritis. The usual dosage was |0 
experiments that ¢t new com- or 20 mg. three or four times daily 
pound benty drochloride* with or without 15 to 30 mg. of 
(beta-diethylan t l-cyclo phenobarbital. The drug was well 
hexylicyclohexane arboxylate tolerated in 66 of 67 patients and 
hydrochioride) possesses both a was stopped in only one patient 
parasympathet jepressant (atro- who showed intolerance to other 
pine-like) and musculotropic (pap drugs also Benty! hydrochloride 
averine-like) act n the smooth appears to be more effective than 
musculature of the gastrointestinal the belladonna group of antispas- 
tract. This drug was administered modics and has the advantage of 
to 67 patients with such gastro- virtual freedom from cycloplegia 
intestinal complaints as functiona mydriasis and xerostomia 

bowel distress 

chronic pan 

URINARY 
Benty! hydroct uc RETENTION 
de ped by the MERRELL 
LABORATORIES, established ir 





* BENTYL 


828 America. it 's marketed 


eo MERBENTYL 


Distributed in the ted K form ty 
oe . s Ser RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS 
MERBENTYL pn bie: Be eam _ for the Wm. S. Merrs ne 


Merrell 
Neen 
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‘Sopronol’ for 
fungous infections 


of the feet 


‘SOPRONOL’ Ointment fulfils the criteria laid down * for the ideal 


fungicidal compound IT INHIBITS AND KILLS FUNGI 


IT PENETRATES THE STRATUM CORNEUM, 
REACHING THE DEEP SEATED MYCELIA 


IT NEITHER IRRITATES NOR SENSITIZES 
THE SKIN 


This therapeuti efficiency derives from the use of Sodium Propionate 


and Caprylate— both originally isolated from concentrated human 


sweat. It is this physiological kinship which enables ‘SOPRONOL’ to 


control the most chronic case of Tinea Pedi .with a comple te absence 


if the superadded skin sensitisations so liable to complicate treatment 


*Bulletin Johns Hopkins Hospit 
1944) 75, 417 


*‘SOPRONOL’ 


irad 


Myeth rMENT 
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Example from 

our series of 
specially designed 
Supports & Girdles 


Maternity aonb 


a number of exclusive 





features designed to 

aid the elimination of 

Y backache through 
S up po rrs sacro-iliac support, 
and give low abdominal 

uplift without undue 

constriction. The 

unique precision-fhitting 

adjustments regulate the 


and rota arog 


support required 


Girdles ee F&F & FF FF FF Ff Ff Fl 


Exclusive design 
h Vy * Natural Freedom” 
= Girdle 


Open-tronted to give 
full natural freedom 

and to avoid compression 
over the abdomen 

this exclusive 

lightweight all-elastic 
boneless girdle has 
been designed in 
response to the call of 
those obstetricians 
who prescribe full 


natural freedom for 
7) 


S. H. CAMP & COMPANY LTD. 


19 HANOVER SQUARE, LONDON, W.! 
FWS 988 Telephone : MAYfair 8575 (4 lines) 


their patients 
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For seborrhoea 





and dandruff 


Sebbix 





A safe and effective cream contain- 
ing 2%, salicylic acid, 3°%, sulphur 
and a purified fraction equivalent 
to 10° crude coal tar incorporated 
into a specially formulated water- 


miscible base. Sebbix does not or 
A non-sensitizing shampoo con- 
clog the hair and is therefore readily taining hexachlorophene \ 


and purified fraction equivalent 


+ 


used by women patients. Basic dis- - net ae te Mh ho 





pensing price per ounce soapless shampoo 


Sebbix|Shampoo) dase. Intended for 
tube 2s. 3d. P use in conjunc- 


tion with Sebbix, but may 








be recommended with ever) 


. a ad “O > > 
Sebbix can be prescribed on E.C.10 ce nfide nce 
simple treatment for ordinary 


dandruff 


as a safe and 


* For further information and clinical Bottle sufficient for six to eight 
samples please write to Medical Dept.: good shampoos-3s. 2d 





GENATOSAN L TD. Loughborough, Leicestershire 
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Dalmas Trans 
parent Wound 
Dressings are 
easily applied, re 
main securely in 
situ’ and permit 
mstant inspection 
of the wound until 
healed 











SEE the state of the wound at a glance. SEE 
why many hospitals are enthusiastic users of 
Dalmas Transparent Wound Dressings. 

O00 











DALMAS 


TRANSPARENT WOUND DRESSINGS 


MADE BY DALMAS LTD. 
LEICESTER & LONDON ° ESTO, 18623 
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NEW ORAL ANTIHYPERTENSIVE 


SERPASIL 


containing reserpine, a pure crystalline alkaloid 
first isolated in the CIBA Research Latoratories 
from Rauwolfia serpentina. 


GRADUAL AND SUSTAINED 
REDUCTION OF BLOOD PRESSURE 
WITH MILD SEDATION 
INDUCING A FEELING OF 
TRANQUILLITY 


Free from toxic side effects 


Ideal for the ambulant patient 


Tablets of 0.1 mg. and 0.25 mg. available in bottles of 25, 100 and 500 


*Serpasil’ is a registered trade mark Reg. user 


CIBA LABORATORIES LIMITED 
HORSHAM - SUSSEX 
ephone: Horsham 1234 Telegrams: Cibalabs, Horsham 












































A Modern Weaning Food 
for modern mothers 


is close consultation with paediatric specialists, Bovril have 


produced a new type of Weaning Food made in cube form 
From a cube, a mild-flavoured and digestible purée can be prepared 
in one minute 

Mrs. Rew, a Cheltenham mother of 6-month-old triplets, has 
given Bovril Brand Weaning Food to her babies for several months 
At birth the three babies weighed 10} lbs.; they have now reached 
normal weight 

Bovril Brand Weaning Food is made in four varieties: Mixed 
Vegetable, Tomato, Spring Cabbage and Carrot. A four-cube 


carton costs only 6d 


Weaning Food 


VEGETABLE Variety 
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TABNET prevent NOCTURNAL PAIN 


Nocturnal pain very often interferes with the physica! and 
mental rest so necessary to the patient suffering from peptic 
ulceration. TABNET Tablets taken with a glass of milk 

on retiring will control the pH of excessive acid secretion, 
nocturnal pain will be avoided and the patient will enjoy an 
asymptomatic night. 

Cases of diagnosed peptic ulcer, treated with TABNET, 
have shown radiological evidence of healing after a month's 
treatment without strict dieting. 

Free glycine in the formula not only helps to prolong 

the “buffer” action of the aluminium glycinate but also 
accelerates granulation of the ulcer site 


FORMULA Each tablet contains 


Aluminium Glycinate 250 mem., 
Glycine 30 mgm. | mV it E i 
2 2.) 


DIHYDROXY 
ALTMINILM = AMINOACT TATE 


Inclusive cost to the National Health 
Service 24 Tablets . . . 3 6d. Stiga 2 
Prescribe TABNET by name 


CALMIC LIMITED - CREWE HALL - CREWE: Tel. 3251-5 
London: 2 Mansfield Street, WJ. Tel. LANgham 8038-9 








Highest peak concentrations and sustained 


therapeutic effect with ‘ESKACILLIN’ 
the palatable liquid oral penicillin 


Some authorities stress the value of high, if i 
mittent, peak penicillin serum concentrations; others 
favour lower, but sustained, plateau levels. 

With ‘Eskacillin’, the advantages of both patterns are 
available 

\ very high peak concentration is achieved within 
ibout one hour of the first dose, succeeded bya more than 


adequate therapeutic level sustained for several hours. 


‘ESKACILLIN’ 50 ‘ESKACILLIN’ 200 
‘ESKACILLIN’ 100 ‘ESKACILLIN’ 100 SULPHA 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
f Smith AK & Frer Internat a/ « wher of the trade mark *Eska P 





The palatable liquid combination of 


a 
\\ PENICILLIN and 


‘probably the best sulphonamide 


for routine use’* 


The simultaneous administration of penicillin and a sulphonamide 
possesses advantages of great value in certain types of infection. The range of 
antibacterial activity is widened and enhanced by the successive and comple- 
mentary actions of penicillin and sulphonamide, and the risk of induced bacterial 


resistance is lessened. 


‘Eskacillin’ 100 Sulpha, the penicillin-sulphonamide combination of 
choice, is particularly indicated for the treatment of mixed or double infections 
and in cases where active treatment must be started before the causal organism 


has been identified. 


‘ESKACILLIN’ 100 SULPHA 


Available in 2 fl. oz. bottles Each standard medical feaspoonful | I fi. 
drachm) contains 100,000 1.U. penicillin and 0.5 2. sulphadimidine 
* NATIONAL FORMULARY 952 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


for Smith Kline & French Interna rade mark ‘Eska in 
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/ 
IN, “CONVALESCENT PES ccc 


/ Milk is an ideal source of protein but frequently the convalescent 
is intolerant to the normal formation of curds in the stomach 
so that intake is reduced, digestion impaired and absorption 
of protein diminished. 
This problem is solved when milk is partially pre-digested 
with Benger’s Food. Extremely fine curd formation is thus 
ensured resulting in improved tolerance and intake with 
maximal protein absorption 
The photomicrographs show the effect of gastric juice on bot! 
milk and Benger’s Food and indicate the type of curd produced 


Benger’s Food may be recommended with confidence 





Muted BENGER'S FOOD 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL + CHESHIRE + ENGLAND 
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RESPIRATORY CENTRE PULMONARY @DEMA 


—s and 
FAILURE BRONCHOSPASM 





carpiacN< RENAL. 
FAILURE Le FAILURE 





° ra 
Cardophylin provides é; "= point coverage 


Mh. 
ote Met | 


in controlling the various complications of heart failure 


Benger Laboratories (oem 


Cerdophylin is presented in tablets, suppositories and 
ompoules for intramuscular and intravenous administration. 


Literature is available on request. 


Cordophylin — manufactured by Whiffen & Sons Ltd., is distributed by 


BENGER LABORATORIES LIMITED «+ HOLMES CHAPEL « CHESHIRE ENGLAND 
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*‘MYSOLINE’® is active in all forms of epilepsy, 
especially grand mal and psychomotor types. It may 
also be used with advantage in some cases of petit ma 

* High anticonvulsant activity 

* Low toxicity 

* Low hypnotic effect with established treatment 


* Beneficial effect on mental outlook and general well- 
being of patient 


A NEW ANTICONVULSANT 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


WILMSLOW, MANCHESTER 
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*WYOVIN’ 


ATROPINE-LIKE ACTION WITHOUT MYDRIATIC 


OR SALIVARY SIDE EFFECTS 


TO CONTROL HYPERMOTILITY AND PAIN 


in peptic ulcer 


The use of atropine or belladonna to quieten gastric movements 

and “hunger pain” in the treatment of peptic ulcer has hitherto been 
complicated by blurring of vision and dryness of the mouth. 
*“WYOVIN ’, the new Synthetic anti-spasmodic, exhibits the smooth 
muscle relaxant effects of atropine to the full, without visual 


or oral disturbance. 





10 meg. tablets available in 


bottles of 50 and 250 
“WYOVIN’ 
“4 Trade Mark 

[Wyeth 
DICYCLOMINE HYDROCHLORIDE 


John Wyeth & Brother Limited, 
Clifton House, Euston Road, London, N.W.] 
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The: “ne ersally presewibed 


VELAMKY 


Orthe-Gynel Orthe-Creme Ortho Diaphragm 


acid a 2 aleve aced and Coil-spring or flat-spring 
> sodium laury! sulphate type in sizes 55 mm. to 95 vx 
am base buffered at oH58 


Where the diaphragm is impractical or unacceptable, 


} ¥ 
/ COLE JILT) Na a! Gel® provides the “ barrier” effect 


Tremarur 


Ortho Pharmaceutical Limited 


MBE + BUCKINGHAMSHIRE 
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1g years of 


clinical opinion supports the 


use of vaginal tampons 


the menstrual flow 
is unobstructed 


and completely absorbed 


There is a growing volume of clinical evidence to show that, 
because of the way in which tampons are made, they do not 
obstruct the menstrual! flow and yet give complete protection 
and an improved sense of security (1-4 

I'wo research workers (3) observed that any discomfort experi- 
enced was due to the use of the wrong size. With a tampon of 
the proper size, absolute comfort and complete absorption of 
the flow is obtained. Another (4) found that there was no 
evidence of the irritation, congestion, discomfort or pain that 
would follow from blocking of the flow. He agreed with other 
observers that, where there was initial fear of incomplete 
absorption, actual trial brought reassurance. Most women 
having tried tampons, decided not to return to the use of 
external pads 

Intelligently used, vaginal tampons represent a decided ad- 
vance in feminine hygiene. They may be recommended with 


confidence 
REFERENCES 


h Med 
Ved 


BY THE MEDICAL DEPARTMENT, TAMPAX LIMITEI 
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aaBeiky-W ie Detergens 


(Trade Mark) 








THIS specially designed combination of two well-accepted 
surface-acting agents efficiently removes, from skin or scalp, oils, 
fats, and paraffins, debris (e.g. in tinea pedis), and excess sebum. It 
is ideal for use in conjunction with local medicaments, enhancing 
their action by bringing them into intimate contact with the epidermis. 
It is convenient to use, and when the scalp is to be treated may be 
applied in the same way as an ordinary shampoo. ‘ Ethisan’ is of 
particular value in such conditions as: 


In 4-0z:, 8-0z:, and 80-02: bottles 
For cost to N.H.S., please see M. and j. list of costs dated April 1954 
MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


ENPI4 
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Extended range 
of A.B. Insulins 


Whether the individual requirements of the diabetic 
patient call for prompt action or prolonged effect, 
confident control of carbohydrate metabolism can be 
achieved with one of the extended range of A.B. Insulins. 


INSULIN A.B. The original unmodified type. Immediately effective 
but acting for a relatively short time 
5 and 10 c.c. vials (20, 40 and 80 units per c.c.) 

GLOBIN INSULIN (with zinc) A.B. A combination of insulin and 
globin which has a slower and more prolonged action than 
Insulin A.B 
5 c.c. vials (49 and 80 units per c.c.) 

PROTAMINE ZINC INSULIN A.B. A suspension of insulin pre- 
cipitated by protamine which is absorbed slowly, thus delaying 
the initial action and prolonging the effect for 12 hours 
and upwards. 

5 c.c. vials (40 and 80 units per c.c.) 
10 c.c. vials (40 units per c.c.) 
I.Z.S. INSULIN ZINC SUSPENSION A.B. 
10 c.c. vials (40 and 80 units per c.c.) 
Duration of action—24 hours. 
INSULIN ZINC SUSPENSION (Amorphous) A.B. 
10 c.c. vials (40 and 80 units per c.c.) 
Duration of action—about 12 hours 
INSULIN ZINC SUSPENSION (Crystalline) A.B. 
10 c.c. vials (40 and 80 units per c.c.) 
Duration of action—up to 36 hours 


A.B. Insulins 


eS 3 
TRADE MARK 
Joint Licensees and Manufacturers 


ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 


LONDON E.2 LONDON N.1 
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The Energen Dietary Service offers to medical prac- 

titioners information and assistance in all dietary 

and nutritional problems. The principal facilities 
include 


STANDARD DIETS SPECIAL DIETS 
Suitable for handing to are prepared on receipt of 
patients are supplied in an appropriate tniormation 
ndexed filing box from the attending physician 
CONSULTATIONS 


sultations with patients may 
ged with the senior dietition There is no charge for any 


services of the 





FREE TO MEDICAL PRACTITIONERS 
Diet and the General Practitioner,” 
“ f monograpnas on 
problem Appiy on 
end your professional 
this publication 25a Bryanston Square, London, Wl 
4A MBassador 9332 





tu 40 years 
“EUPINAL” 


has been used successfully in the treatment of 


ASTHMA and CHRONIC BRONCHITIS 
and may be prescribed on N.H.S. Form E.C. 10 


‘Eupinal’ contains lodine and Caffeine combined in a most elegant and 
effective form 

in chronic Bronchitis ** Eupinal’’ softens the tough accumulated mucus in 
the bronchial tubes and allows it to be more readily expectorated. In 
Asthma it possesses a more markedly soothing effect, lessening the frequency 
of attacks and reducing their severity and duration, and relieving breath- 
lessness. “‘ EUPINAL ™ contains no poison and is safe in use 


* exson G 7 na «alta 


OLDBURY - BIRMINGHAM 
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relieve the congestion 


EOPHRYN 


This powerful but non-irritant 
decongestant is now available 
as a spray to provide sympto- 
matic relief whenever nasal 
congestion occurs. The new 
spray can easily be carried in 
the pocket or handbag, and 
has been precision engineered 
with a micro-jet tip to 
give an adequate dose of 
*‘Neophryn’ in a fine even spray 


Basic N.H.S. cost—2/4d. 


Trade Merk 


Manufactured in England by 
PRODUCTS LTD., Africa House, Kingsway, London, W.C.2 


Associated export company : WINTHROP PRODUCTS LIMITED, LONDON 
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| Thank you, doctor! 


ULAIGICIN ‘or sve 


relief of pain in acute otitis media 


— particularly in children 


Benger Laboratories 


BENGER LABORATORIES LIMITED : HOLMES CHAPEL CHESHIRE ENGLAND 
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Further information 


on request 


Benger Laboratcries 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE - ENGLAND 





Aid in the control of overweight... 


Overweight, even borderline overweight, is a threat to 
health and even life itself and is a legitimate medical 
problem, It is now well established that only those who 
eat less lose weight, but the difficulty has been in 
ensuring faithful adherence to a reducing diet. 
‘Dexedrine’ tablets are a valuable aid in the control of 
overweight ; they curb the appetite 


and enable the patient to follow a low-calorie 





diet without irritability or discouragement 





‘Dexedrine’ Tablets 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, 


1 Kline & French International Co.., « of the trade-mart Dexedrine’ 





*... the presence of disease upon the surface 
of the skin is a source of great mental distres the patient, It 
is ever in his consciousness, setting 


his fellows 


to the acne patient 
ESK AMEL brings great improvement 


within a short time; it also masks the lesions meanwhile. ‘ Eskamel ’ 


caters for both aspects of acne treatment. 


For cost to N.H.S., please see M. & J. list of costs dated October 1953 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
for Smith Kline & French International Co., owner of the trade mar Eskame 
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THE DISTILLERS COMPANY 


(Biochemicals) Limited 


W HEN, as with penicillin, the efficacy of a drug is univer- 


sally accepted, its presentation and ease of administration 


then assume importance 


Distaquaine * preparations are pre-eminently suitable 


for almost all those instances in which penicillin therapy 


is indicated 


‘DISTAQUAINE’G | Syrvee rrnkitin ¢ te 


diministration in aqueous 
braud SuUsSpetision 
vials of 300,000, 900,000 and 
3.000.000 units 


; I IST AOL \ l N kK’ Procaine plus potassium 


penicillin G for administration 
bread 


Hh aqQeotis suspension 
FORTIFIED 


vials of £00000, 1.200 000 and 


4.000 000 units 


| ‘DISTAQUAINE’ anya ecg 


prepared aqueous suspension 
brand vials of 10 ml. (300,000 units 
SLSPENSION 


per mil } 


Advantages 
* aqueous, containing neither oil 

’ ‘ 
hor wa HANBURYS LTD 
* easy to prepare and administer 


* least possible pain on injection UR GHS WELLOCO 


, NS MEDICAL SUPPLIES LT 
* effective levels up to 24 hours . . ad » 


following administration PHARMACEUTICAL SPECIALITIES 


MAY & BAKER) LTD 
* dry syringe unnecessary 





| IMPERIAL CHEMICAT 


* equipment easily cleaned after use PHARMACEUTI 


CALS) LTD 


Manufacture 1 by 


THE DISTILLERS COMPANY (BIOCHEMICALS) LIMITED, LIVERPOOL, ENGLAND 


yoners of the trademark ‘ Distaquaine 


6 Sec 
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RYBARVIN 
RYBAREX - 


RYBARVIN INHALANT 


Non-habit forming antispasmodic for the 
treatment of asthma. Gives consistent and 
often spectacular results. Free from excess 
acidity and non-irritant. No side effects. Pur- 
chase tax free. 


RYBAREX INHALANT 


Similar to Rybarvin but also has a strong 
expectorant action which makes it the inhalant 
of choice when Bronchitis and Bronchial 
Catarrh complicate the asthma. 


RYBAR INHALER 


Specially designed for aerosol therapy 


RYBRONSOL 


NG 
x \ 
RYBRONSOL POWDER 


A new Rybar sedative which 
mouth, soothes the general ne 
helps to relieve the b 
alleviates congestion in the 
All items, including the Rybar Inha 
prescribed on N.H.S. Form E.4 


a / 


taken by 

rvous syster 

ronchial spasm a 
it 


bronchial 


Professional samples and literature on request 





TANKERTON 


KENT 





WW 


WAC TMAARAAAQw."». 


PATIENTS 


FIND IT 


VERY DELICIOUS 


So often the sick, especially the very sick, 
find it difficult to enjoy a pleasant drink — 
but LUCOZADE invariably “ fills the bill.” 


Patients of all ages find this sparkling 
presentation of glucose entirely delicious. 

LUCOZADE, in fact, may be described 
as an almost perfect appetiser, sustaining in 
itself and a delightful stimulus to the desire 
for more solid food. 


LUCOZADE 


the sparkling 


Pe Be 


| ‘WerM tines oa 
| SPuaces Lost Ente! 
== 








MMOL 


GLUCOSE 


drin 


k 
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Local anaesthesia 


Y DASE’ (freeze-dried 

Hyaluronidase) enhances 

the speed and depth of local anaes- 

thesia, increasing the anaesthetic 

area by 40%. It is recommended 

for use in GENERAL SURGERY, 

and in ORTHOPAEDIC SURGERY for the infiltration of sprains or reduction of 

simple fractures such as the Colles. The freedom from tissue distortion 

following its use in PLASTIC SURGERY enables appraisal of results during the 
progress of the operation 

900 T. R. units of ‘WYDASE? , freshly dissolved in I c.c of cold sterile normal 

saline, should be added to 50 c.c. of cool 


anaesthetic solution containing 0.5 c.c. of - W Y D A S E 9 


1: 1000 adrenaline. Trade Mark 





FREEZE-DRIED 
nd Brother Ltd HYALURONIDASI 
n Road. London. N.W.1 














Diet During Pregnancy 





It has long been recognised that the diet of the pregnant woman 

of great importance in relation both to her own health and to 
the health of her baby. Surveys which have been carried out 
indicate that an adequate supply of essential vitamins is most 
necessary 

Marmite is a yeast extract containing naturally occurring vitamins 
of the B, complex and its inclusion in the diet of expectant mothers 
has been shown to be of particular value. Marmite is, therefore, 
ordered widely for distribution at maternity and child welfare 
centres and at ante-natal clinics. 


MARMITE 


yeast extract 





1/4, 4-oz. 2/4, B-oz. 4 16-oz. 7 Obtainable from Chem 


»pecial terms for packs for hospitals, welfare centres and schools 


< 


THE MARMITE FOOD EXTRACT CO., LTD., 35 Seething Lane, LONDON, E.C.3 














Literature on request 
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When intensive salicylate therapy is desirable | 


CONSIDER 


| 
SODIUM GENTISATE 
The sodium salt of 2:5 dihydroxybenzoic Acid GABAIL 


In coated tablets each containing 0.5 G. 
IN RHEUMATIC FEVER 
ACUTE ARTICULAR RHEUMATISM 
High plasma concentrations are readily obtained 


and maintained without untoward _ side-effects 


Please send for literature and clinical sample 


” -12 Guilford St. 
ANGLO-FRENCH DRUG CO.’ aaeNayaiee 





75 i.u.per gelucap Se ose 


For CARDIOVASCULAR-RENAL DISEASES 


Each gelucap contains a concentrate of natural esters (d, alpha tocophery 
acetate) from vegetable oils, type VI, equivalent to 75 mg. dl, alpha toco- 
pheryl acetate (i.e. 75 international units). 
VITA-E is the genuine natural Vitamin E used by the 
~~] Shute Institute and recommended by the Shute Founda- 
EXTENSIVELY tion for Medical Research and is sold under no other 
PRESCRIBED ON name. Physicians abroad are warned against using any 
E.C.10 FORMS IN THE brand of vitamin E not labelled in terms of international 
UNITED KINGDOM units as per standard of the League of Nations. VITA-E 
is manufactured in England and is available in all 
countries so substitutes should be avoided. 
Also available a complete range of endocrine and endocrine-vitamin prepara- 
tions including BIOGLAN-A/R capsules for rheumatism, arthritis, rheumatoid 
arthritis and fibrositis (based on the same cortical principle as CORTISONE). 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 
Tel. Address: “* BIOGLAN TOLMERS” Phone: CUFFLEY 2137 Literature on request 











ANNOUNCEMENTS 





In convalescence 


Lethargy and loss of appetite 

the very conditions which. in 

ynvalescence, it is essential to 

reverse—are also among the carbhest 

ymptoms of Vitamin B deficiency The administration 


ot 


P-complex Vitamins to convalescent patients is, therefore, common expedience 
Feplex*, an established means of providing a balanced dosage of the important 
B Vitamins, naturally prepared, may be accepted with equal confidence for specific 


therapy or prophylaxis. It is available as an agreeable elixir or in capsule form 


to suit the preference of the patient 


‘Beplex’ 


ELIXIR A CAPSULES 





1OHN WYETH & BROTHER LIMITED Wy th \| CLIFTON HOUSE, EUSTON RD 








XYLOCAINE 


the original brand of lignocaine 
THE LOCAL ANAESTHETIC 
—Product of Original Research 


XYLOCAINE is available in packings 
and preparations suitable for all 
Local Anaesthetic Techniques 


Further details on request 


DUNCAN, FLOCKHART é CO.,LTD. 
SPECIALISTS IN ANAESTHETICS 


EDINBURGH LONDON 
*Regd. Trade Mark. Manufactured under licence from A.B. Astra, Sodertalje, Sweden 
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Sympathetic contiol of Enuresis 





METHEPH 


(1-N-METHYLEPHEDRINE HYDROCHLORIDE) 











The sympathomimetic action of METHEPH reduces 
uninhibited reflex contractions of the bladder. Enuresis 
is thereby controlled, usually in 3 to 4 weeks in 
children. With adults, longer treatment may be 
necessary. METHEPH, supplied in { gr. tablets, 
has the following advantages over ephedrine :— 

* Blood-pressure only about one - tenth. 
* Central nervous system not stimulated. 
* No secondary acceleration of respiration. 


Literature and clinical samples gladly sent on request 


MOORE MEDICINAL 
1, QUEEN'S TERRACE, ABERDEEN . 
EE 








PRODUCTS 
64, GLOUCESTER PLACE, 


“Basic N.H.S. cost 


25 tablets .. 2/ld 
100 tablets .. 6 10d. 


LTD. 


LONDON, W.1 

















Let your money earn 
maximum interest 
with security 


STATE 


BUILDING SOCIETY 
Established 1931 


OFFERS 


@ Assets exceed 
£1,250,000 


Easy withdrawals 


Income tax borne by 
the society 
Any amount accepted 
up to £5,000 

® No depreciation 


The 


Interest on Shares 
FREE OF TAX 
Equal to £5.9.1 per 


For Full Particulars apply to 
The Secretary 


STATE BUILDING SOCIETY, 


30 State House 








BINDING CASES 


* 


Binding cases for Volume 1|7 
(January to June 1954) and 
previous volumes are now 
available in green cloth with 
gilt lettering, price 5s. cach, 
post free 

The cases are made to hold six 
copies of the journal after the 
advertisement pages have been 
removed; they are not self- 
binding 

Alternatively, subscribers’ cop- 
ies can be bound at an inclus- 
ive charge of 12s 6d. per 
volume; this includes the cost 
of the binding case and return 
postage. 


Send your order, with remittance, to 


Bookbinding Department 
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5 Bentinck Street, London, W.1 
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& Buckingham Palace Gdns 


SLOane 9218/9 CONS gress 
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A: non-toxic 
Antiseptic Germicide 


KEEDOSOL (FERRIS) provides a general anti- 
septic of high bactericidal potency yet possessing 
marked advantages r attributable to germicides 
of phenolic of r $ non-poisonous, even in 
high concentrat njurious to living tissue 
and its agreca efreshing odour renders 
pleasant in us ec guidance of users of this 
nodern gern le a table of recommended dilutions 
s affixed & 

svailable in 4-07z.; 8-oz.; 16-07 and 80-07. bottles 


md i-galion tims 


“KEED@SOL 


(FERRIS) 


Samples on request 


FE RRIS & co LTD There is no 


BRISTOL ' 
a ee Telegrams FERRIS BRISTOL varied diet problem WwW ith 


Canned Strained Foods 


R HEU MAT ISM so cox snows ms moter ngs whe 


. her baby! 
and kindred ailments. sespasie? 
Harrogate, the largest Spa in Great Britain 
is actively engaged in providing all types osten ' _— , —— yo 
of physical treatment in connection with 
the rheumatic diseases and all types of 
physical rehabilitation. Extensive altera- 
tions have taken place, including the 
equipment of the establishment with DEEP , ese foods act wre even more 
POOL THERAPY, medical gymnastic facili itritious than similar foods prepared at hon 
ties and occupational therapy 


eKen and meat 
im cereal 


home 


ne tresh to Heinz fact \ mad are 


HARROGATE SPA Ra Se Pa 


Heinz Strained Foods a balanced tean 
Treats both private patients under its 


All-inclusive Treatment Scheme, and 
National Health patients 


Vilal protem vi i mineral 
and they solve varied diet completely 
and economit ally 
Medical enquiries as to cost, and how free | 
treatment under the National Health Service 
can be obtained, will be welcomed by 


or a FREE booklet giving their 
exact nutrient values, please write to 
Dept TN, H. J. Heinz ¢ ompany Lad 


Harlesden, London, N.W.10 
C. ROBERTS, MANAGER * SECTION 3 


The Royal Baths “H EINZ Strained iesils 


H A R R O ca : iF 


arieties 
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TRADE MARE 


MIOTR 


A SYNERGISTIC 
OESTROGEN / ANDROGEN 
COMBINATION 


For the treatment of menopausal 
disturbances and male 
climacteric. 
Pre-menstrual migraine, pre- 
menstrual tension and 


dysmenorrhoea. 


Literature and price 
forwarded on request. 


AN 


QxoID) 


PRODUCT 


oxo LTD. 


(Medicai Dept.) 


THAMES HOUSE, LONDON, E.C.4 : 


Telephone: CENtral 978! 
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Providing a Safe 
Harbour for your 
savings 

with 

interest 


Society 


<> Assets £16,400,000 
a Reserves £900,000 


HASTINGS ano THANET 
BUILDING SOCIETY 
29-31 Havelock Rd., Hastings 46 Queen St., Ramsgate 
99 Baker Street, London, W.! 
41 Fishergate, Preston 88 Mosley Street, Manchester, 2 
41 Catherine Street, Salisbury 


Ta 


|| 























Out of Your Ground 
There are so many Occasions when one 
realises how difficult it is to be well- 
informed on all the financial problems 
which arise in these complicated days. 
That is why our organisation includes 
a number of departments which are 
each expert in one or other of these 
matters— departments which deal with 
Foreign Exchange, which understand 
the complexities of Wills and Trusts, 
which will not get lost in the labyrinths 
of Income Tax and so on. Customers 
may, in consequence, bring to us any 
matter of this kind, in the confident ex- 
pectation that they will receive efficient 
attention and sound advice 


WESTMINSTER BANK 
LIMITED 
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rapid response 
with ORAL antibiotic therapy 


Chloromycetin® is unique in being readily and effectively absorbed from the gastro- 
intestinal tract and producing blood-levels which rise proportionally with increase in 
dosage. This is a great advantage in severe infections where initially, high blood- 
levels are essential; a rapid response to treatment is a natural corollary. Owing to 
effective absorption, gastro-intestinal side-effects following the administration of 


Chloromycetin are reduced to a minimum 


CHLOROMYCETIN 


the original Chloramphenicol 


4¢ HOUNSLOW Parke-Davis have one of the 
most modern plants in the world for the 
large-scale manufacture of Chloromycetin and 


other synthetic chemicals 


® Registered Trade Mark 





PARKE-DAVIS & COMPANY. LTD.. (inc. USA) HOUNSLOW, MIDDX 
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What can you 
do for my 
Rheumatism. 
Doctor? 


What a diflicult question this is te 
answer—particularly when put 

by an elderly patient. As an 
immediate resort, however, you 
can readily relieve the painful 
symptoms by prescribing Berex 
Being a combination of salicy- 
late and succinate, Berex enables 
a massive dosage of salicylate to 
be administered without lowering 
the prothrombin level, with less 
gastric disturbance and with the 
encouragement of tissue respiration 


> SUMMARY OF FINDINGS -. 
OF A STUDY ON SUCCINATE- 
SALICYLATE THERAPY* 


A succinate-salicylate combination 
has been found superior to acetyl- 
salicylic acid in rheumatic states both 
on grounds of therapeutic efficacy 
and lower toxicity. Adequate 
imounts of the former could be ad- 
ninistered with more lasting effect 


a 
x 
re" * 


* 
oetoetee 


BEREX 


eg. Trade Mark 


SUCCINATE-SALICYLATE THERAPY 


+. ot 
SD 


for the relief of symptoms 


*, 


‘oes! 
. 


associated with all 


* ow. 
'° 
q . 


rheumatic disorders. 


and with fewer and milder side effects 
Furthermore, succinate-salicylate 
affects the disease process itself, as 
well as relieving painful symptoms and 
does not abnormally inerease pro- 
thrombin time even after prolonged 


FORMULA 


Su 


xr) 2 0,94, ++ 08 oe 


* 
- 


. 


"> 7 
- 


{ professional sample 


* 
ox 
: 


will be gladly sent on request 


dosage. 


* 


BEREX PHARMACEUTICAL CO 


* te ot 
oeteete stee’ 
i pepe 


oe het ee ew Pete ce c® 


sate leateatestesteetestestoetoete y Soateateatestostestestoslontontenton’ ef | ERMY>® 


Hee! 
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DYSPEPSIA 


IN PRACTICE 





l he Magnitude of the Problem 
‘ 
In the average general practice of 3,500 patients there are probably 
60 cases of peptic ulcer, and an additional 200 cases of non 
ulcerative indigestion. Each ulcer patient might be seen at least 
four times a year and each indigestion case twice a year, making 
the total number of attendances approximately 640. Thus each day 
the doctor is, on average, faced with 2 cases of indigestion with of 


without peptic ulcer 


lhe Solution to the Problem 


An efficient form of therapy, with a low incidence of relapse is 
required The ideal has so far eluded medical science, because 
problems of etiology have not yet been solved, but as far as local 
gastro-intestinal therapy is concerned, clinical experience has 


shown that the preparation of choice is 


* BISMUTH CARBONATE B.P. x 


10 gms. three times daily before meals 


WHY BISMUTH CARBONATE ? 

Because clinical experience has proved that it attains rapid sympto- 
matic relief and lasting results. 

How Bismuth Carbonate works remains to a considerable extent 
obscure. It is known to protect and soothe the gastric mucosa and 
to have an antacid effect. Research continues to determine the 
unknown factors, but meantime clinical trial continues to prove its 


efficiency. 


and Free Sample ivailable on request from 


Full Illustrated 1 


MINING & CHEMICAL PRODUCTS LTD 
BISMUTH RESEARCH DEPARTMENT 
86 STRAND, LONDON, W.C.2 
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Resentment 
and e 
Hostility 


The importance of the emotional background in the aetiology of peptic 
ulcer is widely recognised. Further confirmation is provided by the 
increase of gastric acidity shown to follow certain emotional disturbances 
such as those involving resentment and _ hostility. 


Protection of the ulcer from the corrosive action of gastric juice is an 
essential condition of successful healing entirely fulfilled by * Aludrox’ 
Amphoteric Gel. 


*Aludrox’ buffers gastric acid to a pH of 3.5 to 4.0, at which level 
healing may proceed and the risk of alkalosis is avoided. Normal 
digestion is unimpaired and, in addition, *Aludrox’ provides the 
physical protection of a gel barrier over the surface of the ulcer, thus 
ensuring a safer environment for the reparative processes. 


‘ALUDROX’ 


lrade Mark 
(Biers) 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.Wd 
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Introducing 


CHLOROMYCETIN 


ear drops 


in the treatment of 


EAR INFECTIONS 


Parke, Davis .;y- 
ened (oy 


4& COMPANY, LIMITED (inc. U.S.A.) 


HOUNSLOW, MIDDLESEX 7s 
Telephone: Hounslow 236! 
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RAUWILOID 


brand alkaloids of 
RAUWOLFIA SERPENTINA 


Rauwiloid, the first Rauwolfia preparation 
to be marketed in Great Britain, is a unique 
presentation of a// the advantageous anti 
hypertensive features of Rauwolfia serpen 
tina in a refined form. Rauwiloid consists 
of a reproducible mixture of Rauwolfia 
alkaloids, each batch biologically tested in 
dogs for its effectiveness in producing re 
duction of blood pressure, bradycardia and 


sedation 


The cost of Rauwiloid has been substantially reduced 


RAUWILOID + VERILO! 


In many cases of hypertension combination of 
Rauwiloid with Veriloid will bring even more 
successful jesults. Veriloid represents the hypo 
tensive principles of Veratrum viride, standard z2d 
in dogs, using reduction of arterial pressure as the 
criterion of potency 

In moderate to severe hypertension of all types 
tablets of Rauwiloid Veriloid may be prescribed 
with complete safety 

Each tablet of Rauwiloid Veriloid contains | mg 
of Rauwiloid and the equivalent of 3 mg. of Veriloid 
Standard alkaloids 


** VERILOID ” and ** RAUWILOID ” are 
Registered Trade Marks 


Regd. Users 


RIKER LABORATORIES LTD. 


MORLEY STREET, LOUGHBOROUGH, LEICS. 


Riker, Lought igh 


Tel. No. 430/12 Telegrams 
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CALMIC LIMITED announce a 
NEW AND ORIGINAL ORGANIC-IRON TABLET 


FERROMYN 


(Ferrous Succinate) 





the latest and most significant advance 
towards ideal oral iron therapy 


FERROMYN iS an original and logical anemia patients with an average initial 
approach to the problem of iron absorption haemoglobin of 60 
and utilisation in the treatment of hypo- The controlled clinical trials with Ferromyn 
chrom nemias and brings oral iron show an iron utilisation factor of 42 as 
therapy a step nearer the ideal compared with 14°,, Ferrous Sulphate and 
This new iron preparation presents Ferrous 28", Ferrous Gluconate. 
Succinate, a bivalent iron salt prepared from This response was obtained with the low 
succinic acid, which, together with glycine is total average dosage of pf. 2,604 mem 
essential for the synthesis in the red bone = ayaijlable iron 
marrow of a porphyrin (haem) containing 


~ In comparison, the controlled group 
wen. treated with Ferrous Sulphate required 42 

Normal Hb. and serum iron levels were days with an average dosage of 7,568 mgm 
demonstrated over an average period of 24 = available tron to reach the same Hb. and 


days treatment with a group of hypochromic serum-iron value 


1 ere 


¥¢ 


| 
2600 mgm FERROMYN | WWHffry 42 
| 
3180 mgm | FERROUS GLUCONATE Uf YJ) 2* 
| 
7560 mgm | FERROUS SULPHATE W4n.* 
| 


FORMULA: Each tablet contains 150 


mem. Ferrous Succinate, providing 35 mgm 


eee -ERROMYN 


PACKS AND PRICES: Bortles of /00 tablets 
4 2d plus P. Tax. Bottles of ! 00K 
ablets 38.8 plus P. Tax 


*REF: The Lancet 14.3.53-p.533 PRESCRIBE FERROMYN TABLETS 
BY NAME 


CALMIC LIMITED CREWE HALI CREWI TEL. 3251-5 
London: 2 Mansfield Street, W.1 * Tel. LANgham 8038-9 
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The March of Science 
-Polythionates 


Heinrich Wilhelm Ferdinand Wackenroder 
1798— 1854 


The chemistry of polythionates, intimately connected with 
that of colloidal sulphur, goes back to the beginning of the nineteenth 
century when J. Dalton, the Manchester philosopher, investigated the 
reaction of hydrogen sulphide and sulphur dioxide in aqueous 
solution. 

A considerable advance was made by Heinrich Wilhelm 
Ferdinand Wackenroder, a professor of pharmacy in the University of 
Jena at a time when inorganic chemistry was little more than the hand 
maid of medicine and the arts. 

In 1846 he first showed how to produce a solution con 
taining what we now know as polythionic acids, but free from colloidal 
sulphur. Since that time ““Wackenroder’s solution” has fascinated and 
bewildered succeeding generations of chemists by the complexity and 
variability of its composition—but also by its instability. 

The necessity for the therapeutic evaluation of the poly- 
thionates followed the discovery that bactericidal and fungicidal 
effects, formerly attributed to elemental sulphur, were, in fact, a 
property of the polythionates; but stability in solution has, until now, 
proved the stumbling-block for research workers. 

The difficulty has at last been overcome and now, for the 
first time in this country, we present, in “ Dermasulf* a completely 
stable polythionate of known composition. 

Medically and cosmetically entirely acceptable, Dermasulf 
is composed of complex polythionic acids; 
ti.S.xO¢ (x is principally 4 or 5) and their salts 
It is available as a 34°, solution. The poly- 
thionate content as tetra- and penta-thionate, 
of the 34°, solution, is equivalent to 14°, ele- 
mental sulphur. The pH ts approximately 3.4 

Dermasulf is available in 2 oz 
bottles. A specimen and full literature will 
gladly be sent on request. 





DERMAS ULF 


A completely acceptable, stable solution of poly- 
thionates for the treatment of all dermatological 
conditions where sulphur is known to be of value. 





THE CROOKES LABORATORIES LIMITED - PARK ROYAL + LONDON N:W:-10 
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an EFFECTIVE/QRAL /MERCURIAL DIURETIC > 


4 


Effective diuretic therapy by oral administration is now made possible by MERCLORAN 
One tablet three times daily, equivalent to 30mg. mercury, is usually sufficient to keep cardiac 
patients free from oedema. Where more intensive treatment is needed MERCLORAN, 
being well tolerated by the majority of patients, can be taken more often and in increased 
doses. The need for injection is thus frequently eliminated 


In severe cases, it is often desirable to initiate treatment parenterally, in which 


ich case the 
chemically related compound MERCARDAN (meralluride Sodium U.S.P.) ts available. 


IN BOTTLES OF 25 AND 250 TABLETS 
\ ‘ R F 10 R AN ann MERCARDAN For PARENTERAL USE 
CHLORMERODRIN N.N.R 
* ED paRKe DAVIS &COMPANY,LTD. | Inc. U.S 4. HOUNSLOW, MIDDLESEX 


Telephone: Hounslow 2361 


570 
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curves of five 
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Gaara Amaes 


Same patients as in Fig. 1 
howing the striking neutr 
ucking Nulacin tablets (3 a 
the return of a 


ontinued 


NULACIN 

ivailable from Hor 
U.S.A.,Canada (as Nulz 
New Zealand Ceylo 
India, and is also distribute 


other countries 


; FOR CONTROL OF 
ni GASTRIC ACIDITY 


NULACIN provides control of gastric acidity con 
parable with that obtained with intragastric milk alkali 
drip therapy. It is the most convenient and effecti 
form of treatment for bed and amtulatory patients 


DOSAGE 


A NULACIN tablet, placed in the mouth and allows 
dissolve slowly, releases its contained medicaments at 
that gives continuous neutralization of the gastric j 

NULACIN tablets are indicated whenever neutraliza 
of the gastric contents is required in active and quiescent 
peptic ulcer, gastritis, gastric hyperacidity 

Beginning half-an-hour after food, a NuLacrn tablet 
should be placed in the mouth and allowed to dissolve 
slowly. During the stage of ulcer activity, up to three tablets 
an hour may be required. For follow-up treatment, the 
suggested dosage is one or two tablets between meals 

NULACIN tablets are not advertised to the public d 
no B.P. equivalent. May be prescribed on E.C.10. The dispe 
ng pack of 25 tablets is free of Purchase Tax. (Price to pharr 
cists, 2/-.) Also available in tubes of 12 

NULACIN tablets are prepared from w 
with dextrins and maltose, and incorporate Magnes 
cate 3.5 grs.; Magnesium Oxide 2.0 grs.; Calciun 
Magnesium Carbonate 0.5 grs.; Ol. Menth 


hole milk ¢ 


2.0 grs.; 


BIBLIOGRAPHY 

The Co ) 

July, 1952, Brit 
Medical Treatr 

27th Februar ! 

199 

The Effect 

Nulaci Tablet 
1953. Med. J. A 
Control of Gastric 
Way of Antacid Adn 
J. Lab. Cl Med. 42 
Further Studies 
Gastric Acidit rd 
Brit. Med. J., 183-184 


HORLICKS LIMITED 


Pharmaceutical Division, 


SLOUGH, BUCKS 
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for 





the eczema-dermatitis 
group of skin lesions 
of eczema-dermatitis 


Each stage 


ment with medicaments which will 
not exacerbate the condition. 


| 
| 
| requires its own particular local treat- 
| 
| 
| 


ir sub-acute | lesion—a little weeping 
L tite ste , 


ZICTHOI 

and PIXCYI 
are prescrib 
able on E.C.10 
the basic price 
to the N.H.S 
being 2/- and 
2/3 per tube 
respectively. 


| mainly crusted, irritant 


and sore 


A soothing prepara- 
ation—zinc oxide, ichthammol and 
camphor in a cooling drying base 


| 
| 
! 
| 


Non-sensitizing and effective. 


7 — 
chronic | lesion—red, dry and scaly— 
-_ 
—+- 
| often very irritant 


Pleasant, white, safe, 

non-sensitizing fractions of 

tar with salicylic acid and zinc oxide 
in a water soluble non-drying base. Pixcy! 
provides all the advantages of traditional tar 
therapy but without any of the disadvantages 
commonly associated with crude tar. 


For further details write to the Medical Department 


GENATOSAN LIMITED 


Loughborough, Leicestershire 


" 
I 
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Emphasis has been given recently to the use of combined 
chemotherapy in infections and the merit of the judicious 
combination of antibiotics and sulphonamides in the prevention 
of bacterial resistance 

In the treatment of many infections of the gastro-intestinal 
tract, combined therapy with streptomycin and sulphaguanidine 
is a distinct advance on previous forms of treatment. 


Guanimycin, in which streptomycin sulphate is combined with 
sulphaguanidine, is indicated in the treatment of gastro-enteritis, 
bacillary dysentery, summer diarrhoea, salmonella food poisoning 
and other mixed infections of the gastro-intestinal tract in 
infants, children and adults. 

Guanimycin is issued as a free-flowing powder from which a 
smooth, palatable, homogeneous suspension may be made by 
simple mixture with water. 


GUANIMYCIN 


Trade Mark 
ORAL STREPTOMYCIN SULPHATE with SULPHAGUANIDENE 
In bottles to prepare 4 fluid ounces 


Literature on application 


HANBURYS 
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For the prevention and treatment of 


post-partum hcemorrhage 


NEO-FEMERGIN 


Neo-Femergin is an association of ergo- 
metrine tartrate and ergotamine tartrate, 
presented in the form of tablets, oral 
solution and ampoules for intravenous 


or intramuscular injection. 


Neo-Femergin combines the rapid but 
transient effect on the uterus produced 
by ergometrine with the prolonged action 


of ergotamine. 


Tablets Ampoules 
Oral Solution 


Literature and samples available on request 


SANDOZ PRODUCTS LIMITED 


134, WIGMORE STREET LONDON, W.1 
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ROBABLY half the people in your surgery 

have symptoms which cause them real 
distress, and yet on examination you find 
no corresponding physical signs. Head- 
ache; backache; dyspnoea on exertion, 
possibly with left infra-mammary pain 
(effort syndrome); arthralgia; ‘“‘neuritic’”’ 
pains; flatulent dyspepsia; fatigue and 
insomnia—the symptoms vary, and are 
often multiple. ‘The common factor is that 
all are aggravated by stress. You listen 
patiently; examine fully; and then reassure 
strongly. This is the essential treatment 
and the physician’s old ally, Time, may 
do the rest. But there is no doubt that 


these patients expect (perhaps need) some- 


thing to take—a tonic which will three 


times a day reiterate your words and 
reinforce them 


What do you usually prescribe? Mist. 
Pot. Brom. et Nuc. Vom.? Iron? Vita- 
mins? Such medicines can be prescribed 
on E.C.10, and will provide the “‘bottle”’ 


which the patient expects. But they cannot 


Sanatogen 
will do you 
more good than 


any tonic I can 


prescribe. ”’ 


build up” the patient as Sanatogen does 


To recommend a tonic that the patient 


has to buy needs some justification 


Sanatogen has such high food value that 
prescription on E.C.10 would not ordinar 
ily be justifiable. It supplies 24 grams 
daily of first-class protein, all fully absorbed 
and utilised, for less than a shilling a day 
the patient gets full value for money in 
food value alone. 

But Sanatogen is much more than a food 

it has remarkable tonic properties. It 
contains 95 milk protein with 5 
sodium glycerophosphate, chemically com 
bined in a long and complicated process 
unique to Sanatogen. The end-product is 
a casein-glycerophosphate complex whose 
tonic properties have been proved by the 
trial of 50 years of experience. 

We sincerely believe that you can say 
with confidence, ““A course of Sanatogen 
will do you more good than any tonic I can 


prescribe”. 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word ‘Sanatogen’ is a registered trade mark of Genatosan Lid., Loughborough, Leics 
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Announcement 


Ihe established Wyeth policy of passing on to the consumer 
economies achieved in manufacturing costs has long been accepted 


traditional 


The outstanding reception accorde to Penidural (Benzathine 
Penicillin) on its recent introduction into contemporary therapeutics 
has enabled us to effect economies in the production costs of thi 


unique advance in the antibiotic field 


We are therefore pleased to announce reductions of 20 per 


from I4th June, 1954, in the price of 


Penidural Oral Suspension (60 c.c. bottles) 
ana 


Penidural Long-Acting Injection (10 c¢.c. vials) 


The price of the new Penidural All-Purpose Injection (1.2 mega 
unit vials) remains unaltered, due allowances having been made at the 


time of its introduction 


Waeth 


JOHN WYETH & BROTHERS LIMITED 


CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.! 
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TABILLIN in the 
new Foil-Pac 


This new method 


of packing =f ndinndually 
protects Healed 


each tablet 














until used 


——a most important consideration in 
oral penicillin therapy, which is now 
established as a satisfactory method of 


systemic administration. 


xg titres ste Se Se Ke = 
Tabillin offers these advantages: 


I Tabillins, being individually scaled, advantages of individually-sealed pro 
are protected against contamination and tection. Wastage is climinated 
loss of potency 

4 Tabillins are supplied in four strength 
2 Each dose of Tabillin is protected f ‘ 
to facilitate convenient dosage schedul 
until required—therefore superior to 


liquid preparations : 
eee Pep § * Foil-Pac’ Tabillins are economica 
3 Any quantity of Tabillin can be pre- Available at no greater cost than un 


scribed and dispensed without losing the wrapped tablets 


Whenever Oral Penicillin Therapy is indicated, Tabillin is the preparation of choice 


x ee Rt RE A Re ae 


TABI LL| N Penicillin Tablets B.P. 


Tablets of 100,000, 200,000, 400,000 and 500,000 I.U. Containers of 10 and 100 tablets 


Descriptive literature from Medical Dept., Boots Pure Drug Co. Ltd., Nottingham Ie 
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“orth lypéoain 
pau: 


CALM AND RELAXATION 


* Stolic’ provides the hypertensive patient with 
an exceptional combination of ameliorant 
drugs —* Delvinal’ vinbarbitone for calm, and 
mild sedation, with Mannitol hexanitrate tor 
prolonged relaxation of vasomotor tension 
*Stolic’ therapy is manometrically effective 
within 15 to 30 minutes and brings about its 
maximal reduction in blood pressure (about 
35mm. of Hg) in 2) to 3 hours. The calming 
relaxing effects of * Sto/ic’ persist for 4 to ¢€ 
hours, and dosage is limited accordingly 


Stolic 


Two convenient prescription 
forms," STOLIC’ & *STOLIC 
FORTH 

Supplied for dispensing wu 


bottles of 100 tablets 
Each tabl Ontains 


*STOLIC STOLIC’ FORTE 


1Sme. (ite 30 mg 


F eG, 
SHARP \ 
\DOHME vil inbarbitone 1 meg n 10 meg 


a 


d., Hoddesdon, Herts 
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A range of nasal 
preparations 
to meet every need 


‘Paredrinex’ Spraypak ‘Sulfex’ nasal drops | 


liquid vasoconstrictor }-fl. oz. sulphathiazole with vasoconstrictor | 
I-fl. oz. bottles, with dropper | 





‘Pendex’ nasa! drops ‘Benzedrine’ Inhaler 


penicillin with vasoconstrictor volatile vasoconstrictor 
15 ml. bottles, with dropper 





For cost to N.H.S., please see M. & J. list of costs dated April, 1954 
MENLEY & JAMES, LIMITED, cotoHarsour LANE, LONDON, SE5 
for Smith Kline & French International Co., owner of the trade marks 
NAP44 * Paredrinex’, ‘ Spraypak’, ‘ Sulfex’, ‘ Pendex’, and‘ Benzedrine 
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A new combination 


CODIS 


soluble aspirin with 


codeine phosphate and phenacetin 





CARAS 


Codis presents a familiar grouping of analgesic drugs; aspirin, 
phenacetin, codeine phosphate ; with an important advantage 
Che “ aspirin ’’ in Codis is rendered soluble, as in ‘ Solprin ’ 

Placed, uncrushed, in water, a Codis tablet disperses in a 
matter of seconds to form a solution of calcium aspirin and 
codeine phosphate with finely suspended phenacetin. The chanc 
of irritauon of the gastric mucosa by undissolved particles of 
aspirin is thus minimised. 

Codis is recommended for all those conditions for whic! 
Tab. Codein. Co. B.P. would be prescribed. It has the added 


advantages of greater ease of administration and far less likelihood 


LI 
IDK 


of aspirin intolerance, while the rapid absorption of the sol 


aspirin promotes prompt relief. 


COMPOSITION 
Each Codis tablet weighs \1 
gt 4 Pinyy tains :—Acid. Acetylsalicyl 
s: : % Phenacet. B P. 4 ars , Codein 
0.125 grs., Calc. Carb. B.P 
Cit. B.P. ( Exsic.) 0.4 ers 


Codis is not advertised to the public 


DISPENSING PACK (Purchase Tax Fr 300 tablets 


in distinctive gold foils of 6 tablets cach, 16/6 
per box. OTHER SIZES Packs of 20 tablets 2/7 cach 


inc. P.T. (in bottles or foil 


RECKITT & COLMAN LTD., HULL AND LONDON PHARMACEUTICAL DEI 
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-— CHEMOTHERAPY OF TUBERCULOSIS ~~ 


The concurrent use of PAS salts 
and Isoniazid is now fully recognized as a major therapeutic measure 
against all forms of tuberculosis. 


Aminacyl PAS Salts 


BRAND 


‘Aminacyl’ PAS products, with the exception of 
the Granulate (Ca PAS only), are available as 
either Sodium PAS B.P. or as the Calcium Salt 
They include whatever commonly used forms 
may be prescribed in terms of physicians’ choice 
and patients’ preference 


PACKS: Cachets 1.5 ¢ es ~., Aminagy 


2082 80's 400's | " 

Dragees 0.5 ¢ (plain) 250's 1,000's | 3 \minan el 
0.75 g. (enteric-coated) .250's 1,000's wi 
Bulk Powder lke ke Led sat 
Granulate (Ca PAS) 400 g. 2,000 ¢ 


. 9 
Aminacyl B-PAS (<7; 
4- Benzoyl PAS) 
Berane “ 
This new modification of PAS has the advantage of pro 
viding therapeutic effect comparable with that of Na and 
Ca PAS, but with smaller dosage. Furthermore, it is 
completely non-toxic, and is almost completely tasteless 
PACKS: ‘aminacyl’ Ca B-PAS Powder Tins of 150 and S00 
envelopes each 3.5 g 
Aminacy!’ Ca B-PAS Cachets: Tins of 80 and 400 


iminacy!’ Sodium B-PAS ¢ h 
tins of 80 and 400 1.5 


for convenient prescription of PAS and Isoniazid 
concurrently 


PASINAH’ Cachets each contain |.5 g. Na PAS 
(Sodium p-Aminosalicylate B.P.) and 17 mg 
Isonicotinic Hydrazide 


PACKS: Standard Tins of 100 and 500. Details of 
mstitutional quantities on request 


Further information from the Medical Dept re 
A. WANDER LIMITED, 42 Upper Grosvenor St., London W.1, Phone: GRO 3931. 


CANADA A. Wander Ltd., Peterborough, Ontario AUSTRALIA A. Wander Ltd 

Devonport, Tasmania. NEW ZEALAND: A. Wander Ltd., Christchurch. INDIA: Grahams 
Trading Co. (India) Ltd., 16 Bank Street, Bombay PAKISTAN: Grahams Trading 
Co. (Pakistan) Ltd., P.O. Box 30, Karachi. CEYLON: A. Baur & Co. Ltd., Colombo 
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Ovaltine 
in antenatal and postnatal care 


THE INCREASED NUTRITIONAL DEMANDS arising during the latter half 
of pregnancy and the ensuing period of lactation, call for a general fortification 
of the patient’s diet 


‘ Ovaltine’ is eminently suitable as an aid in meeting this need 
because it provides concentrated nourishment in a palatable and easily 
assimilated form. It is acceptable to the most capricious appetite, 

such as often occurs in pregnancy 


‘Ovaltine’ possesses galactogogue properties It also aid 
in maintaining the strength and general well-being of the nursing mother 


The high quality of its natural ingredients — malt, milk, cocoa, 
soya and eggs— its content of added vitamins, and the strictly hygienk 
conditions of its manufacture combine to provide a first-class 
nutritional product which has long enjoyed the approval of obstetrician 


Vitamin Standardization 
per oz.—Vitamin B,, 3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2 mg 


A. WANDER LTD., 42 Upper Grosvenor Sr., Grosvenor Sq., London W.1 





Manufactory, Farms and ‘ Ovaltine’ Research Laboratories: King’s Langley, Hert 
M.379 
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*AEROSPORIN ’ brand Otic Solution, 
which is now available, is a specially 
formulated preparation of * Aerosporin * 
brand Polymyxin B Sulphate, an antibiotic 
highly and rapidly bactericidal to many 


gram-negative organisms and pre-eminent 


for the 


against Pseudomonas pyocyanea. 
*Aerosporin * Otic Solution is therefore 
of specific value in otitis externa and 
chronic otitis media due to Ps. pyocyvanea 
Ps. aeruginosa). The occurrence of this 
: organism has become more apparent since 
eradication of the introduction of penicillin therapy, 
. which has little or no effect on the germ- 
negative organisms or the fungi present 
Ps udomonas in otitis. There is evidence that the fungi 
also are susceptible to ‘Aerosporin ’ 
. ° Bacterial resistance to * Aerosporin ” has 
Infe Ct10n 1nN not been reported. 
‘ *Aerosporin * Otic Solution is markedly 
* hygroscopic and has a low surface tension, 
Otitis giving optimal conditions for an adequate 
concentration of the antibiotic at the site 
of infection. It is issued in bottles of 
10 c.c. with dropper at 9 6, subject to 


usual discount. Each « contains 10,000 


+ + + + + + + + + + + HF FF F HF HF HH KR SH H H 


units of polymyxin B sulphate. 


‘Aerosporin’ 
Otic Solution 


bal BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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FERRAPLEX 5 


IRON AND STANDARDISED VITAMINS 





VITAMIN ‘A 
IN ONE TABLET 


COMPLEX 





ADVANTAGES Ferraplex B, by combining adequate iron dosage 
with standardised vitamin content, provides a comprehensive and efficient 
hematin mpound for routine use, particularly in pregnant and under- 
nourished women, in adolescence, in hemorrhagic conditions and in the 
debility of advancing age 
In recent years it has been shown that simultaneous administration of 
vitamin C and the B complex group together with iron gives much better 
results in hypochromic anxmias The natural vitamin B complex used 
in FERRAPLEX B is a concentrate prepared from 
oe yee bs @ COMPOSITION 
Ihe comprehensive “ one tablet ’’ formula, a 
the standardised vitamin potency and the 
reasonable price of FERRAPLEX B_ entirely 
conform with current economic requirements 


) PRICES 


manufactured in 


gm FERRAPLEX B 


the iaboratories of 
al 
ry 


c. L. BENCARD LTD. «_ 


PARK ROYAL LONDON N.W.10 
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DENY TAL 


*Sodium Amytal,” | grain two or three times 


daily, has an accepted place in the treatment of the 

depressive and anxiety neurotic The patient who 

needs in addition the elevation of mood 

which can be obtained from dexamphetamine 

will often benefit greatly from the combined treatment 
now available in “ DEXYTAL.” 

One capsule of * DEXYTAI 


three times daily will often prevent the 


taken two or 


periodic breakdown of the chronic depressive patient 
*DEXYTAIL 


lying cause cannot be removed—enabling such 


" ts of especial value where the under- 


patients to face their difficulties with greater 


insight and cheerfulness. 
* TRADF MARK 


kty 


RADE MARE 


BLI LILLY AND COMPANY LIMITED 





FORMULA 


PACKING 
DEXYTAIL Pu 
vules ** are available 

bottles of 40, 100 


SOU and 5,000 


BASINGSTOKE 





THE PRACTITIONER 


No. 1033 JULY 1954 Volume 173 


THE MONTH 


WHATEVER may be the final verdict on the relative merits of domiciliary and 














institutional obstetrics, and of specialist or general-practitioner supervision 
of the expectant and parturient mother, there can be little 
The doubt that the practice of midwifery can be the most satis 
Symposium fying branch of general practice. As Professor Claye reminds 
us in his introductory article on ‘Painless parturition’: “To 
most doctors who enjoy the practice of obstetrics, one source of pleasure is 
the knowledge that by their presence at the birth of the child they share with 
the patient what is a great and almost always a happy experience’. He also 
points out, what ts too often forgotten, that ‘the nearest approach to painless 
parturition will be obtainable if the practitioner himself attends the labour’ 
The other contributions to the symposium this month are a combination of 
the old and the new. Spontaneous and threatened abortion, the management 
of breech presentations and ‘failed forceps’ are all problems which the 
general-practitioner obstetrician encounters year in and year out, and which 
can cause him more worry than the whole of the rest of his practice. Of the 
newer developments in obstetrics, perhaps the most significant is the Rh 
factor. Of the practical importance of the subject there can be no doubt, but 
unfortunately its technicalities are such that it is difficult for the ordinary 
clinician to appreciate the whys and wherefores of the subject. In his article, 
Professor A. 5. Duncan presents a concise and straightforward account of 
the principles involved, and of their practical applications. ‘The impact of 
advances in treatment is nowhere better exemplified than in the problem of 
tuberculosis in pregnancy, and the effect of these advances on the care of, 
and outlook for, the tuberculous mother are summarized by Mr. Oswald 
Lloyd, the consultant gynzcologist to the Papworth Village Settlement. 


\ RECENT memorandum on ‘waiting time in hospital outpatient departments’ 
focuses attention on a problem which has assumed increasing importance 
since the introduction of the National Health Service 

Hospital According to this memorandum there are four main critic- 
Outpatients isms of the present arrangements for hospital outpatients 
patients called for an appointment at a particular time are 


kept waiting for an hour or longer before being seen; consultants in charge 


of clinics are late for their clinics; the appointments system is badly or- 
ganized; little attempt is made to explain to patients the reasons for delays 
The memorandum discusses these problems in a reasonably realistic 


manner, but it is a sad commentary on the state of affairs in certain hospitals 
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that such a memorandum should have been called for, or that it should be 
considered necessary to draw attention to such elementary facts as that: ‘It 
experience reveals that consultants are unavoidably frequently late or called 
away during their clinics, the number of clinics or the times should be re- 
duced or altered to fit in better with the calls on the consultants’ time’. If, 
as we sincerely trust is not the case, there are many consultants who treat 
their hospital appointments in such a lighthearted manner, then the day is 
not far distant when hospital consultants will be compelled to accept the 
role of ‘servants’ of their hospital and ‘clock in’ and ‘clock out’ at the 
beginning and end of their appointed sessions. What is too often overlooked 
is that it is the peccadillos of the less conscientious minority which catch 
the public eye and within a very short time are assumed to be typical of the 
profession as a whole. Common courtesy demands that a consultant should 
always be in time for his appointments, whether in hospital or in private 
practice, and when emergencies preclude punctuality deputies must always 
be available in hospital to ensure that patients are seen at the appointed 
time. 

‘The fundamental problem, of course, is not referred to in this memoran- 
dum—and that is the disproportionately large number of patients who have 
to be seen. It is here that the general practitioner comes into the picture. 
Since the advent of the National Health Service far too many patients have 
been referred to hospital as outpatients. Again it is a small minority who have 
abused the available facilities and, instead of finding the time, and accepting 
the responsibility, for making a diagnosis, have referred an increasingly high 
proportion of their patients to hospital for a second opinion. In the earlier 
days this process was exacerbated by the refusal of so many hospitals to 
allow patients to be sent directly to x-ray departments and pathology depart- 
ments by general practitioners. Now that this stupid piece of professional 
snobbishness has been overcome, and now that the conditions of general 


practice have been improved by the Danckwerts’ award and its sequela, 


is clearly the duty of general practitioners to re-assume the responsibility 
that is theirs, and to refer to hospital outpatient departments only those 


patients in whom a second opinion is essential. 


To the objective observer of the American medical scene the ever-recurrent 
question is whether our American colleagues can ensure an adequate 
medical service to every citizen of their great country without 

The Bevanization. A recent article in The Economist indicates that 
American the answer to this question is by no means clear. ‘The United 
Scene = States have more doctors relative to population than any other 
country (with the exception of Israel), but their distribution is 

far from homogeneous. New York State has 209 doctors to every 100,000 
inhabitants, but Mississippi has only 74. Thirty-nine per cent. of the people 
of the United States live in places of less than 2,500 inhabitants, but such 
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»laces have only 13 per cent. of the nation’s doctors. In 1947 it was estimated 


I ; 
that three million lives could be saved in the succeeding ten years if all 


states enjoyed the health standards of the highest ranking state. Expenditure 
on civilian health is fantastic by British standards. It reached $13.6 billion 
in 1951 and is still rising. In 1953, for instance, prescription sales passed the 


hout 


billion dollar mark, and it is estimated that the 9,169 hospitals throug 
the nation purchase $176,100,000 worth of pharmaceuticals annually 
In spite of, or perhaps because of, this heavy outlay, the average American 
citizen is finding it increasingly difficult to meet his medicai vills, while his 
less-well-to-do fellow-citizen is finding it almost impossible—and this in 
spite of a tremendous increase in voluntary medical insurance coverage in 
recent years. Thus, in 1953, 57 per cent. of the population was covered 
against hospital costs, compared with only g per cent. in 1940. This increase, 
however, is very unequally distributed: only 41 per cent. of families earning 
less than $3,000 a year carry any health insurance at all; the comparable 
figure for families earning over $5,000 is 80 per cent. What is causing even 
more anxiety is that only 4 per cent. of the population is covered for ‘sub- 
stantially complete physicians’ services’. A recent analysis of 100,000 sur- 
gical claims under voluntary programmes showed that the benefit payments 
covered, on the average, only 55 per cent. of the doctor’s charges. We in 
this country may well have carried the idea of the Welfare State to such 
absurd lengths as to undermine the whole concept of individual responsi- 
bility which is one of the fundamental bases of western civilization, and 
there can be nothing but sympathy for our American colleagues in their 
determination to attain a more effective compromise between the rugged 
individualism which has been the hallmark of their country since its incep- 
tion, and the socialization which is now sweeping over western Europe. 


LIKE so many good things in medicine, group therapy is as old as the hills. 
Nor is the knowledge of its benefits restricted to the medical profession. A 
popular music-hall ditty of not so long ago had, as its refrain, 

Slimming ‘the more we are together the merrier we shall be’. Presumably 
in it was the appreciation of the possible therapeutic value of this 
Unison’ ‘getting together’ that prompted two Californian physicians 
to investigate the effect of supplementing the conventional 

1000-calorie slimming diet with group therapy (Harvey, H. I., and Sim- 
mons, W. D., Amer. F. med. Sct., 1954, 227, 521). A group of 290 overweight 
ladies, aged 14 to 72, were divided into groups of twelve and met weekly 
tor sixteen sessions, each lasting about an hour and a half. ‘The group 
leaders ‘were chosen from professional fields which were presumed to in- 
clude, as part of the discipline, either skill in working with people or 
knowledge of food’; e.g. psychologists, social workers, dietitians, public 
health nurses, as well as physicians. The initial weights of the ladies ranged 
from 116 to 347 pounds (53 to 148 kg.) and practically all of them had made 
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repeated attempts to get their weights down—usually without success. 
The immediate falls in weight were satisfactory and were closely correlated 
with the regularity of attendance at the group sessions. Thus, of the 259 
women who lost weight, 207 (80 per cent.) attended half or more of the 
prescribed sessions, whilst of the 66 women who lost more than 20 pounds 
(9 kg.), 57 attended at least three-quarters of the meetings. The follow-up 
findings, however, were more disappointing, ‘both from the standpoint of 
continued loss and also maintenance of weight loss achieved in the group 
situation’. It is reported that ‘discussion with participants, both those who 
lost significant amounts of weight and those who didn’t, as well as evidence 
from their histories of dieting, tends to support the impression that the group 
experience helped more than anything which had been offered in their 
previous attempts to lose weight’. Much as the overweight ladies of Britain 
may pray that ‘this too too solid flesh would melt, thaw, and resolve itself 
into a dew’, it is doubtful whether there are many of them who would have 
either the time or the inclination to emulate the getting-togetherness of their 


Californian sisters in distress. 


‘THE macabre scene, reminiscent of the traditional Vienna of romance and 
mystery, which was enacted in the capital of Austria on Whit Saturday, is 
not without its medical interest. On this day, with all the pomp 

Haydn’s and circumstance which Vienna could provide—the Primate, 

Head the President and the Chancellor—the skull of Haydn was re- 

united to his bones in the mausoleum in the Bergkirche at 
Eisenstadt, 50 miles from Vienna. According to The Times, ‘the skull was 
driven in procession from Vienna to Eisenstadt. ‘The country towns and 
villages on the way were beflagged, and their inhabitants turned out to the 
ringing of church bells to pay their respects’. 

The story of which this is the culmination is straight out of Poe and recalls 
the heyday of the Resurrectionists. Phrenology was all the rage at the time 
of Haydn’s death in 1809. ‘The local phrenologists set their hearts on examin- 
ing Haydn's skull and arranged for Josef Rosenbaum, the secretary of 
Haydn’s patron, Prince Esterhazy, and himself a friend of Haydn, to visit 
the cemetery at night soon after the burial and decapitate Haydn's body. 
Either then, or later, the head of a nameless pauper was substituted for that 
of the musician. On his deathbed Rosenbaum bequeathed the skull to the 
Vienna Academy of Music, but in the meantime the skull had disappeared. 
It finally came into the possession of Professor Rokitansky, whose widow 
later presented it to the Pathological Museum in Vienna. In due course the 
original beneficiary claimed possession of the skull and, after a long and 


complicated lawsuit, it finally came to rest in the Academy of Music where, 


according to the Sunday Times, until just before its re-interment last month, 
‘for the admission price of 6d., it could be seen perched on the top of a dusty 
grand piano’. Truth is indeed stranger than fiction. 
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By ANDREW M. CLAYE, M.D., F.R.C.S., F.R.C.O.G 


Professor of Obstetrics and Gynecology, The University of Leeds 


IN recent years the most significant change in our attitude towards labour 
and delivery has been a fuller realization that woman needs careful prepara- 
tion for her great experience. 


rHE IMPORTANCE OF PHYSICAL FITNESS AND OF MORALI 
At the first antenatal visit the doctor should stress the value of a fit body 
‘The patient’s muscles must be trained by exercises so that when the time 
comes they are both powerful and well controlled. In many parts of the 
country there are physiotherapists available who can conduct the training 
efficiently, but if the physiotherapist is in charge of this part of the prepara- 
tion the practitioner should at least know what objects she has in view and 
how she sets about attaining them. 

Every time he sees the patient he should bear in mind the importance of 
giving her confidence. ‘There is no royal road to the achievement of this 
end, and each practitioner will probably use the technique which he finds 
successful with other types of patients. Everything he says and does in the 
presence of the patient should be said and done to inspire trust and courage. 
The contribution which will help most to produce a tranquil, quietly con- 
fident patient is the statement that when the time comes, the doctor will be 
there. Any other form of encouragement is secondary in importance to this. 

It is important to avoid giving the impression that the object of the 
training is to obviate the necessity for analgesics. At some stage, preferably 
some time during the last six weeks, the practitioner will give a simple des- 
cription of the processes of labour, stressing that in bearing her child the 
patient will be called upon to endure no more than she might reasonably 
expect and that, when she feels that relief of her pain is needed, relief will 
be given. Dick Read himself has found it necessary to give some form of 
analgesic, usually nitrous oxide and air, in almost exactly halt his cases 
There is evidence that if a patient has been well prepared she is less likely to 
need analgesia and, if she does need it, is likely to need less of it than her 
less well prepared fellow. ‘There have always been a few fortunate women 
who have had painless or almost painless labours. Generally, however, the 


expression ‘painless parturition’ is a misnomer, even when applied to those 


who have been carefully trained beforehand and who receive analgesics when 
required, 

If what has already been written is true, it must now be obvious that the 
best results cannot be expected unless the doctor himself is in attendance at 
labour. It is indeed difficult to see how he can take more than a half-hearted 
interest in the case unless he is himself to be present at the event to which 
the whole scheme of training has been leading up. Under the regulations of 
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the National Health Service the doctor is not required to attend labour but, 
if he does not intend to do so, he should certainly let the patient and the 
midwife know. Indeed, if he is not proposing to attend, it will be best for 
patient and midwife if the midwife is allowed to conduct the preparation, 
for she will be the only attendant in a position to make to the patient the 
confidence-inspiring statement: ‘I shall be there’. 


THE USE OF ANALGESICS 
In this country work on methods of relieving the pain of labour has during 
the last twenty years or so been concentrated largely upon drugs producing 
the minimum of ill-effects. ‘Thus, this period has seen: the fruition of 
Minnitt’s researches into the possibilities of the mtrous-oxide-air combina 
tion; the introduction of pethidine; the evolution of various forms of ap 
paratus for the safe use of trichlorethylene, beginning with Freedman’s in 
1943. There are two main reasons why there has been concentration upon 
the safest drugs, and they overlap each other. One is the general considera 
tion that maximum safety is an important aim, and the other is that in most 
cases the person watching over the analgesia is the midwife 


NITROUS OXIDE 
Minnitt deliberately set out to evolve an apparatus for nitrous oxide which 
could be used by the unsupervised but suitably trained midwife. When he 
had made and tried out the apparatus it was handed over to the then British 
(now Royal) College of Obstetricians and Gynzcologists for further testing 
This was carried out in many hospitals throughout the country and 
ultimately, in 1936, the Central Midwives Board approved the use by mid- 
wives of gas and air in stipulated form and under stipulated conditions. ‘The 
present Minnitt’s apparatus is set to deliver 50 per cent. nitrous oxide with 
50 per cent. air. ‘The nitrous-oxide-air combination is a very effective 
analgesic provided that the instructions given by Minnitt are carefully 
followed. In use the mask must be closely applied to the face to prevent air 
leaks, and the airhole must be securely closed by the patient’s finger. ‘The 


apparatus should be demonstrated to her well before full time, so that when 
labour starts she is familiar with its appearance and knows exactly what to 
do. This weak mixture does not produce its maximum analgesic effect for 
some time; the uterine contractions should therefore be timed, the mask be 


applied to the face and breathing of the gases be started during the first stage, 
about 20 seconds before the contraction is due to start. In the second stage 
the active cooperation of the patient is needed, and several breaths of the 
gas mixture should be taken, beginning 60 seconds before the contraction is 
due. Soon after the contraction starts, the patient bears down as required 
Just before the head is born, she stops bearing down when told and inhales 
the gas continuously. 

Gas and air should not be used by patients with respiratory disease or 
heart failure. The weight of the apparatus with the cylinders is a drawback 
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in domiciliary practice, but some progressive local authorities have over- 
come this by providing transport to and from the patient's house; in hospital 
the weight is no disadvantage. In the original country-wide test in 1934-35, 
involving 3,238 patients, approximatcly three-quarters obtained relief of 
pain; since then the permissible strength of nitrous oxide in the mixture 
has been increased, so that the results should be even better. The apparatus 


needs regular and frequent servicing 


MORPHINE AND PETHIDINI 

Vorphine is the most effective drug for inducing sleep in addition to relieving 
pain. Its great disadvantage is its depressant effect upon the respiratory 
system of the new-born baby in doses that are therapeutic to the mother 
Che effect is noticeable if the baby is born as soon as one hour after the 
injection, is maximal about 34 hours after the injection, and does not pass 
off completely for about six hours. About half the babies escape the effect 
altogether. If no other factor adverse to the start of respiration, such as 
general anaesthesia or a difficult forceps delivery, is present, the respiratory 
difficulty is only temporary, especially if ‘lethidrone’, 0.5 mg., is given by the 
umbilical vein at birth; respiration gradually quickens and becomes regular 
Morphine is particularly useful if there is abnormal uterine action, or if it 
is desired to give a patient not far advanced in the first stage by bedtime a 
good night’s sleep. 

Pethidine is a newer injectable drug which is in some ways more suitable 
for obstetrics than morphine. It is a rather less powerful analgesic and a 
much less effective hypnotic than morphine, so that when it is important to 
induce sleep morphine should be preferred. It is almost completely harmless 
in obstetrics: occasionally a woman feels faint or giddy for a short time after 
an injection, and occasionally a baby is a little sleepy during the first twenty- 
four hours, but the condition passes off without trouble. There is no signifi- 
cant increase in the forceps rate. ‘The best initial dose is 150 mg.; a second 
dose of 100 mg. may be given in an hour if desired, and further doses as 
necessary. Josephine Barnes, in a series of 500 cases, gave as much as 600 
mg. to one patient. It is useful to give it in the earlier stages, beginning as 
soon as the contractions are troubling the patient, and following it with gas 
and air, or trichlorethylene: it is commonly given by intramuscular injection 


rRICHLORETHYLENI 
lrichlorethylene has been used as an analgesic in obstetrics for over ten 
years. There are several forms of apparatus on the market in which the 
strength of vapour can be deliberately varied. ‘These are available only to 
doctors, and trichlorethylene in them is liable to cause the troubles as- 


sociated with it when used for general anzsthesia, such as tachypneea. It is 


coloured blue to distinguish it from chloroform, a drug with a similar smell, 
to which it is related chemically. Its toxicity is much less than that of the 
older drug. It began to arouse wide interest as an analgesic in obstetrics when 
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Freedman published an account of his apparatus in 1943. It was hoped that 
this would be suitable for midwives to use. Under the auspices of the Royal 
College of Obstetricians and Gynzcologists a clinical investigation of it was 
undertaken in sixteen hospitals in Great Britain. Among the conclusions of 
the Anesthetics Committee of the College were the following 

‘Freedman’s inhaler is unsuitable for use by the unsupervised domiciliary mid- 
wife, due to the apparatus delivering an inconsistent trichlorethylene vapour/air 
mixture. This inconsistency is caused by the following factors:—(1) variations in 


temperature, (2) variations in the surface area available for absorption due to moving 
or shaking the bottle, (3) variations in depth and rate of respirations of the patients’ 


These conclusions were widely questioned, but to be convinced on the 


Fic. 1.—The Emotril trilene inhaler (Medical & Industrial Equipment Ltd.) 


first point it is necessary merely to make trial of a trichlorethylene apparatus, 
first in midwinter, and second on a hot summer day, the setting being the 
same on both occasions. The difference in effect is astounding, the strength 
of vapour being very much greater in hot weather, so that the patient 
readily becomes non-cooperative. 

The trichlorethylene problem was put into the hands of the Medical 
Research Council, which issued a specification to be complied with by firms 
wishing to make an apparatus with a view to its use by midwives. Several 


apparatuses have been devised with this object in view, of which figures 1, 


2, and 3 are examples. In these the difficulties associated with the use of 
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Fic. 3.—The Tecota Mark 2 trilene inhaler (Cyprane Ltd.). 
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Freedman’s apparatus have been almost completely overcome, and each 
apparatus, after careful testing, delivers a vapour containing 0.5 per cent 
trichlorethylene by volume, with a permissible variation between 0.4 per 
cent. and 0.6 per cent. As there is a slight cumulative effect when the gas 
has been used for some time, there is a second setting on the apparatus 
enabling a vapour of lower strength, 0.35 per cent., to be delivered. ‘There is 
hope that the necessary approvals will be obtained, and that trichlorethylene, 
in specified apparatus and subject to the usual safeguards, will be made 
available to the midwife. 

At the present time the great majority of patients requiring analgesia will 
obtain satisfactory relief if they receive pethidine in the earlier part of the 
first stage, with a gaseous analgesic, either nitrous oxide with air, or trichlor- 
ethylene, for the late first stage and for the second stage. 


CHLOROFORM 

Chloroform has been used as an analgesic in obstetrics since 1847, but it is 
none the worse for this. It has received many hard words from members of 
the anesthetic specialty. Langton Hewer gives just over a page to it in the 
sixth edition of ‘Recent Advances in Anzsthesia and Analgesia’, of which 
over a half is devoted to its toxic effects. Minnitt in his ‘Handbook of 
Anesthetics’ (1940) writes: ‘Chloroform should only be used if no other 
form of anzsthesia is applicable’. Sir James Y. Simpson, the obstetrician 
who introduced it, was well aware of its dangers and emphasized them. He 
pointed out that it was far too powerful to be entrusted to nurses. In the 
investigation in 1934-35, the British College of Obstetricians and Gyne- 
cologists endorsed this view, after extensive trial of chloroform, in capsules 
and in two specially devised types of apparatus. Nevertheless, as many 
general practitioners and specialists know, it is a most useful drug in ob 
stetrics, especially when used by the method Simpson himself evolved, for 
analgesia a /a reine. lis supreme virtue is its flexibility; its great disadvantage 
is that it is not fool-proof. A report from the University of Wisconsin has 
recently appeared, noting its merits and voicing the view that it is not 
obsolete. This view will be shared by all those who are familiar with its use 
It should be regarded with great respect but without craven scruple 


CONCLUSION 
The nearest approach to painless parturition will be obtainable if the prac- 
titioner himself attends labour. If he has educated his patient well, his 


presence will be a source of courage to her, not only because she has con 


fidence in him as a person, but also because he has a much more varied 
choice of hypnotics and analgesics than the midwife and is thus in a much 
better position to fit the drug to the circumstances. ‘To most doctors who 
enjoy the practice of obstetrics, one source of pleasure is the knowledge that 
by their presence at the birth of the child they share with the patient what 
is a great and almost always a happy experience. 





THE MANAGEMENT OF SPONTANEOUS 
AND THREATENED ABORTION 


By JOHN HOWKINS, M.D., ML.S., F.R.C.S., F.R.C.O.G 
isststant Obstetrician and Gynecological Surgeon, St. Bartholomew's Hospital 


‘THE first step in dealing with a case of spontaneous or threatened abortion 
is to establish the diagnosis. Abortion may be defined as the expulsion of 
the ovum before the twenty-eighth week. It is necessary therefore to con 
sider the other causes of bleeding in the early weeks of pregnancy 


DIFFERENTIAL DIAGNOSIS 
The most important differential diagnosis is that of extra-uterine gestation 
which, classically, presents the following symptoms and signs. ‘There is 
amenorrhea, usually of six weeks’ duration though this period may be 
longer if the ectopic gestation is situated in the interstitial part of the tube 
a relatively rare occurrence. About the sixth week of amenorrheea, the patient 
has moderate pain of an aching nature, usually diagnosed by herself as due 
to intestinal colic and little attention is paid to it. ‘This pain is due to dis 
tension of the tube by the gestation sac. About this time, erosion of the tubal 
wall by the trophoblast causes a hemorrhage which may be sufhcient to 
kill the ovum. ‘The tube now attempts to expel the dead ovum and blood 
clot by a process of so-called tubal abortion which gives rise to a severe pain 
of a colicky nature, sufficient to confine most patients to bed. As soon as the 
ovum dies the decidua is shed and this is accompanied by vaginal bleeding, 
the blood loss being of the consistence of the menstrual flow but often more 
prolonged. It is important to emphasize that, unless the ovum is dead, there 
will be no decidual bleeding so that it is possible to have an extra-uterine 
gestation without vaginal hemorrhage. On examination, the patient ex 
hibits acute local tenderness in the lower abdomen and, on vaginal examina 
tion, the fornices are tender bimanually and the uterus intolerant of manipu 
lation. In certain cases, a small appendage tumour may be felt on vaginal 
examination. If a sufficiently large intra-peritoneal hemorrhage has occurred, 
the patient will show the signs of acute hemorrhagic shock and the diagnosis 
in these cases is fairly obvious. 

As soon as the diagnosis is made, all patients suspected of having an 
extra-uterine gestation must be admitted to hospital for laparotomy since 
the original clinical examination may well cause a further severe internal 
loss. If in doubt, it is far better to diagnose an extra-uterine gestation and 


open the abdomen than to treat such a case expectantly until a violent 


internal hemorrhage declares the diagnosis beyond any argument. Com- 
pared with that of an abortion, the hemorrhage of an extra-uterine gestation 
is always slighter but the pain is greater and there is acute localized lower 
abdominal tenderness 
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Hydatidiform mole.—\n this condition, the patient has had two or three 
months of amenorrhea accompanied by uterine enlargement double the size 
commensurate with the dates, so that the uterus may be palpable nearly up 
to the umbilicus. ‘There is a steady moderate hemorrhage from the vagina 
although, in certain cases, this may become quite violent during the ex- 


pulsion of the mole. The uterus has a peculiar doughy feeling and no feetal 


parts can be balloted. An x-ray shows no fetal parts and the Aschheim- 
Zondek reaction is positive in dilutions of 1:100 and above. 

Cervical causes of bleeding.—A cervical polypus associated with pregnancy 
does not as a rule cause more than a mild sanguineous discharge and does 
not give rise to severe hemorrhage. A vascular erosion behaves in a similar 
way but carcinoma of the cervix, associated with pregnancy, may give rise 
to quite severe bleeding. In order to diagnose these three conditions, it is 
necessary to pass a Cusco’s speculum very gently into the posterior fornix 
and to inspect the cervix with a good light. 

The question of making a vaginal examination in a threatened abortion is a 
difficult one and it should be done only with the utmost gentleness and in 
the optimum conditions of asepsis. It is therefore best done where the 
patient is ultimately going to be treated. If the case is to be transferred to 
hospital, the practitioner referring the patient had better not make a vaginal 
examination and inform the surgeon in charge of the case that he has omitted 
this. If the surgeon in charge of the case is in doubt of the diagnosis he, 
and no-one else, should make the examination. Sometimes it is possible to 
deal with an abortion without vaginal examination until all severe bleeding 
has ceased and, in a few cases, this has certain advantages. Litigious- 
minded patients may be tempted to blame the inevitability of their abortion 
on the vaginal examination, whereas a conscientious clinician feels that he 
must make one in order to reach a precise diagnosis. 

Fallacies of pregnancy tests.—There is one other class of case which must 
be mentioned and which gynecologists have noticed is becoming commoner 

this is the woman who is a little irregular with her periods and in whom 
a pregnancy test is carried out after a week or two of amenorrheea. ‘There is 
a number of laboratories performing these tests, many of which are con- 
scientious and properly equipped and whose results are, on the whole, re- 
liable. ‘There are, however, other less reputable establishments whose results 
are unreliable. ‘The patient therefore presents herself with a slip of paper 
showing that her urine gives a positive pregnancy test whereas, in fact, she 
is not pregnant at all and the bleeding which she and her doctor very 
reasonably imagine is due to a threatened abortion, is actually a normal but 
delayed menstrual period. It should be emphasized that a decent interval 
should be allowed to elapse after the first missed monthly period before 
expecting a reliable biological pregnancy diagnosis and, by the same token, 
it is wise to wait for at least a week after the uterus is empty before expecting 
a pregnancy test to become negative. 
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THREATENED ABORTION 
The presenting symptoms in threatened abortion are a slight loss of blood 
accompanied by a little pain. ‘The amount of blood loss may be minimal, not 
more than can be dealt with by one or two diapers a day. ‘The pain may be 
almost absent. It is only fair to note, however, that in some patients the 
blood loss is quite heavy and may even last for several days and yet the 
ovum survives and goes to term, to the surprise of the patient and her prac- 
titioner. In some cases, also, the pain may be quite considerable and even of 
a colicky nature and yet not necessarily end in an inevitable abortion. As a 
general rule, however, heavy and prolonged bleeding, accompanied by 
severe uterine colic, is presumptive evidence of the inevitability of the 


abortion. 


rREATMENT OF THREATENED ABORTION 

When first seen by her practitioner, a patient who is, say, eight weeks 
pregnant and who has noticed a slight vaginal loss, should immediately be 
confined to bed and given morphine, 1/6 grain (10 mg.). The diagnosis 
should be established along the lines already mentioned. ‘The diet should be 
light and all strong aperients and enemas be strictly forbidden. The bowels 
should be kept open by liquid paraffin if the patient is constipated and all 
urine and motions should be passed in a commode if the patient is being 
nursed at home. It cannot be too strongly emphasized that the commode 
should not be emptied without a close inspection of its contents as only too 
often the tell-tale evidence of the passage of the ovum is lost in the flushing 
of the ordinary water-closet. Any suspicious lump or clot should be carefully 
teased out under water for evidence of the ovum. Sometimes a large clot 
forms in the vagina consisting only of blood and is triumphantly claimed by 
the patient as the completion of the abortion when it is nothing of the sort 
If in doubt, a piece of the suspicious material should be sent to the nearest 
laboratory for histological examination. 

After the initial dose of morphine, the most useful drug is phenobarbitone 
and this should be given in doses of 4 grain (30 mg.) three times a day, and 
1 grain (60 mg.) at night, until all bleeding has ceased. As it is important to 
insulate the patient as much as possible from domestic and other worries, 
in many cases admission to hospital is better than treatment at home. 
The patient should be kept in bed for about one week after all bleeding has 
ceased and, before discharge, a careful and gentle vaginal examination 
should be made to ensure that the uterus and appendages are normal. This 
vaginal examination is particularly important if no previous vaginal examina- 
tion has been made. ‘The patient is then advised to take life easily, avoiding 
all hard work and long standing, especially when over-tired, long car 


journeys and violent exercise; she should rest in the afternoon and retire to 
bed early. It is often helpful to prescribe a small maintenance dose of pheno- 
barbitone until the fourteenth or sixteenth week of pregnancy. All coitus 
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must be absolutely interdicted, certainly for three months; this is an ex- 
tremely important point which must be tactfully explained to both the wife 
and husband. The time-honoured custom of putting the patient to bed com- 
pletely for a week at the time of the expected menstrual periods if she had 
not been pregnant, has no scientific justification whatsoever and involves her 
and her household in unnecessary hardship. 

Retroverted gravid uterus.—It may have been discovered that the uterus 
was retroverted on vaginal examination. The old teaching that such a uterus 
should be manipulated into the anteverted position and retained there with 
a Hodge or watch-spring pessary until the fourteenth week has nothing to 
commend it and everything to condemn it. ‘lo dislodge a retroverted gravid 
uterus often requires considerable force and the presence of a pessary itself 
is undoubtedly irritant. In some cases, an anesthetic used to be employed 
and, in the anesthetized patient, the operator was able to apply even more 


powerful pressure on the retroverted organ. Almost all gynecologists now 


recognize that this archaic procedure should be abandoned and that it was 
responsible for the completion of many a threatened abortion which, if left 
alone, would have gone to term. ‘The proper treatment for a retroverted 
gravid uterus is to do nothing except instruct the patient to sleep on her 
abdomen or in an exaggerated Sims’ position. She should be seen at least 
once a week until such time as the gravid uterus is safely palpable above the 
symphysis in the anteverted position. Its spontaneous rectification usually 
occurs some time between the fourteenth and sixteenth weeks of pregnancy. 
The patient should be warned to report immediately any untoward urinary 
symptoms; unless retention of urine occurs, there is no need to do anything 
Even if retention of urine does occur, it is only necessary to drain this with 
an indwelling catheter by slow decompression of the bladder over twelve or 
twenty-four hours; during this time the uterus will almost invariably right 
itself without manipulation. 

Progesterone.—-No mention has yet been made of progesterone for, on this 
point, gynecologists are divided into two camps. On the one hand, there is 
a small but exclusive clique of progesterone enthusiasts who inject or im- 
plant their patients at the first sign of threatened miscarriage, or even earlier 
The opposing faction claims that they do no good and, often, do positive 
harm; cynics even suggest that the injection of an inert oil or the implanta- 
tion of a pellet of some inert substance would have an equally beneficial re- 
sult and that the treatment is, at best, a form of applied psychotherapy with 
all the frills of a local anesthetic and a small operation. It is very difficult to 
make a fair assessment of the truth but it is only right to report the following 
two Cases: 


Mrs. P.—Six miscarriages, varying from three to six months. Seventh pregnancy, 
treated with an implant of 150 mg. of progesterone, went to term 

Mrs. R.—Four miscarriages, varying from ten to sixteen weeks. Fifth pregnancy 
treated with an implant of 150 mg. of progesterone, went to term 
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Isolated cases prove nothing but there is now a sufficient number of 
successful progesterone implants to suggest that in cases of repeated habitual 
abortion it has a certain value superior to that of the injection of progesterone. 


If a progesterone implant is to be made, it should be done early in pregnancy 
and placed deeply in some suitable muscle according to the fancy of the 
operator; a stitch should be put in the muscle fascia to prevent the implant 
working out. In my opinion, the optimum amount to be implanted is 150 
mg., in six pellets of 25 mg. each. It is only right to state that a number of 


women subsequently complain of a small, painful nodule, many months 
after the original implant, which requires excision under a local anesthetic, 

(Estrogen.—An alternative treatment in cases of threatened abortion, in 
which there is a history of previous abortions, is the use of estrogen in large 
doses. It is assumed that general causes of abortion such as chronic nephritis 
have been carefully eliminated, and that local causes such as fibroids have 
been excluded by a careful bimanual pelvic examination. (Estrogen is par- 
ticularly indicated in cases of genital hypoplasia in which the uterus is 
found to be of infantile or pubescent proportions, and the presenting symp- 
toms are spasmodic dysmenorrhaea, oligomenorrhea or hypomenorrheea, 
frigidity, dyspareunia with a delayed onset of menstruation and poorly de- 
fined external secondary sexual characteristics. Such patients are particularly 
prone to repeated abortion and it is reasonable to assume an endocrine in- 
sufficiency in these cases. Starting about the sixth week of pregnancy, 5 mg. 
of stilbeestrol is given daily, and the daily dose increased by 5 mg. weekly 
up to the thirty-sixth week. Some gynzcologists give even bigger doses 
up to 100 mg. daily. As with progesterone, it is difficult from the reports to 
reach a critical evaluation of this treatment and final sentence has not yet 
been pronounced 

Other methods such as the injection of anterior pituitary extracts and the 
exhibition of vitamin E have no scientific basis for their recommendation 


and they are mentioned only to be dismissed as a useless waste of money 


SPONTANEOUS ABORTION 
The history and condition of the patient here has progressed from that 
described above in threatened abortion, to one in which the vaginal loss has 
become severe or there is even flooding, with the passage of large clots. As 
a result of this the patient may become dangerously anemic and require 
a blood transfusion, although this usually means that the abortion is in 
complete and that the placenta is partially retained in the uterus. ‘The pain 
has progressed to that of a severe uterine colic for which the patient may 
need pethidine or morphine. Sometimes the ovum is partially expelled into 
the lower uterine segment but becomes lodged there and in the cervical 
canal which is dilated insufficiently to allow the passage of the ovum, The 
uterus above is filled with blood and clot and such a condition may be 


accompanied by a considerable degree of shock. ‘T’his is the so-called cervical 
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abortion and is always an indication for digital or instrumental removal, 
which immediately improves the condition of the patient. In the treatment 
of spontaneous abortion which is obviously progressing to the stage of in- 
evitability, it is always justifiable and proper to make a vaginal examination. 
The os will be found to be dilated and the ovum may be felt in the process 
of extrusion. ‘The body of the uterus is enlarged and boggy. There is little 
local pain or tenderness apart from uterine spasm. 


TREATMENT OF SPONTANEOUS ABORTION 

(1) Conservative: Here, again, there are two schools of thought. The con- 
servative treat the case by non-intervention and oxytocic drugs, the best of 
which is ergometrine given by intramuscular injection, 0.5 mg. three times 
a day for six doses, followed by ergometrine in the same dose, three times a 
day, by mouth. Ergometrine is probably a better drug than oxytocin but, 
because of the danger of peripheral vascular spasm, it should not be con- 
tinued for more than four or five days. With this simple treatment, most 
cases will complete their abortion spontaneously, and inspection of the 
material passed will help to diagnose that everything has been properly ex- 
pelled. ‘The condition of the uterus, however, and its behaviour are more 
reliable: the cessation of bleeding, except for the passage of a few small clots 
and a little dark brown sero-sanguineous discharge, is a good sign, and if 
the uterus, which on previous vaginal examination appeared enlarged, is 
smaller and hard and obviously involuting, this again shows that it is empty. 
A bulky uterus which continues to bleed and on bimanual examination feels 
soft, obviously contains some retained placenta and should be treated by 
evacuation and gentle curettage. 

(2) Operative evacuation.—The radical school considers all this a waste of 
time and money and, if a woman has not completed her abortion in twenty- 
four hours, will send her to the theatre for dilatation, evacuation and gentle 
curettage. Inexperienced operators should be warned of the danger of the 
ovum forceps and the curette. The uterine wall is extremely soft and easily 


perforated and the ovum forceps, instead of securing a bite of the offending 


placental remains, may, if passed through the uterine wall, do incalculable 
damage to the innocent inhabitants of Douglas’s pouch, such as small and 
large intestine. In my view, a gentle curettage with a large, sharp curette is 
safer because the instrument can be felt to sweep all over the wall of the 
uterus and, if a perforation should unfortunately occur, a curette is un- 
doubtedly a less dangerous instrument in the abdominal cavity than ovum 
forceps. In the past it was felt that to curette an abortion involved the risk 
of introducing sepsis, so that the cautious clinician may feel it wise to give a 
course of prophylactic antibiotics in such a case. The protagonists of early 
curettage in abortion maintain that it is better to empty the uterus quickly 
rather than allow placental debris and blood clot to provide a nidus for the 
incubation of the intra-uterine infection. Needless to say, any fever after 
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such a curettage is an indication for strong evasive action with antibiotics. 
Control of severe uterine bleeding.—Digital or instrumental evacuation of an 
inevitable abortion may be accompanied by considerable or even alarming 
haemorrhage. As a rule, this can be controlled by the injection of oxytocin, 
5 to 10 units (0.5 to 1 ml.), directly into the myometrium of the isthmus 
from the vagina, or by intravenous injection of ergometrine, 0.5 to 1 mg. If 
this method fails, it is probably best to plug the uterus firmly with strip 
gauze soaked in aqueous flavine or flavine and paraffin emulsion and there- 
after to plug the vagina lightly with a large gauze roll similarly treated. A 
self-retaining catheter will be needed in most cases as the plugging, if 
properly applied, causes retention of urine. Both plugs should be removed in 
twelve hours, by which time bleeding is almost unknown to recur and, if it 
should, is an indication for a second plugging or re-exploration of the uterus 
to remove a piece of placenta previously missed. When the uterine plugging 
is removed, it will often be observed that unsuspected products of gestation 
come away with it. Most gynecologists, if forced to resort to uterine 
plugging, will prefer to give prophylactic antibiotics. 


POSSIBILITY OF UNSUSPECTED ILLEGAL INTERFERENC! 
Although spontaneous abortion means, by definition, that there has been no 
external interference with the ovum by the patient herself or by a third 


party, it is not always possible to exclude this and the cautious practitioner 


should always bear the possibility in mind. ‘The whole pathology and treat- 
ment of these cases are entirely different and such patients are notoriously 
bad witnesses. 

It should be recognized by now that it is a well-tried ruse of the criminal 
abortionist to instruct his patient to report to the nearest doctor or hospital, 
if any undue hemorrhage should attend upon his ministrations, and to say 
that she has suddenly, unaccountably and spontaneously started to ‘have a 
miss’. A clever abortionist who passes a sound or gum elastic catheter or 
who employs an intra-uterine douche will leave little or no evidence of his 
recent activities. His aseptic technique, however, is always suspect and these 
cases must always be regarded as infected. Obviously a second instrumenta- 
tion in such cases is extremely dangerous and should be delayed until such 
time as the temperature chart, white cell count and the general and local 
examination of the patient show the infection to be quiescent. ‘The treatment 
of these cases is primarily conservative, with antibiotics, blood, and oxytocic 
drugs, and any exploration of the uterus should be delayed as long as is 
reasonably possible. It is still a wise precaution, when dealing with a case of 
abortion, not to resort to any operation in the presence of fever, however 
slight. ‘The ready availability of antibiotics is no excuse for intemperate 
surgical action, and the mortality rate from non-intervention is still infinitely 
less than that from immediate or early evacuation. 
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By WILLIAM HUNTER, M.D., F.R.C.O.G. 
Obstetrician, Princess Mary Maternity Hospital, Newcastle upon Tyne; 
Senior Obstetrician and Gynecologist, North-West Durham Hospital Group 


FAILED forceps cases are now fewer in number than they were fifteen to 
twenty years ago. ‘l’his is largely due to improved antenatal investigation, 
diagnosis, supervision and treatment, a more discriminating selection of 
cases for hospital delivery, more careful management of labour in the home 
and in the hospital and better cooperation between the general practitioner 
and the hospital services. Other important factors have been the general 
advancement in the standard of midwifery practice and a more careful choice 
of cases for instrumental delivery in the home. ‘The improvement, however, 
is not related only to the actual number of failed forceps cases. In the 


majority of instances in which forceps delivery has been attempted without 


success, much less damage has been inflicted upon the mother than in the 
past, and usually only a tentative trial application of forceps has been made 
and little force has been used. As a result, extensive laceration and bruising 
of the birth canal are now exceptional, although damage to the child is not 
infrequently seen. 

The number of complications of labour rises steadily after the third preg- 
nancy. These include malpresentations, prolapse of the cord, uterine dys- 
function, fatal distress, accidental ante-partum haemorrhage and post- 
partum hemorrhage. When beds are available, hospital confinement is 
therefore recommended after the third or, at latest, after the fourth preg- 
nancy. ‘This does not imply that the general practitioner obstetrician is not 
competent to supervise the case. It means that, realizing the risk of com 
plications, he will take steps which he considers necessary in the interest of 
the patient to ensure that the confinement is conducted in a place where 
facilities for constant supervision, for special and specialist treatment for 
dealing with complications as they arise, and for paediatric care are better 
than can be provided in the home. During labour the patient, removed from 
her anxious and sometimes over-sympathetic relatives, may be more readily 
reassured and may therefore be more cooperative in cases of prolonged or 
difficult labour. I also consider that there is much to be said in favour of 
taking into hospital all patients whose delivery is not imminent after 36 
hours in labour. Such patients require close and constant medical and 
nursing supervision and care day and night by experienced staff. Facilities 
must be readily available for emergency or special treatment such as caudal 
analgesia (Johnson, 1954), intravenous therapy, difficult forceps delivery, 
internal version or Cesarean section. When it is probable that labour will 
be abnormal and delivery by artificial means under unfavourable circum- 
stances will be required, the risk of maternal and foetal trauma is greater in 
the home than in hospital. 
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The main causes of failure to deliver by forceps are premature application, 
incoordinate uterine action, disproportion, and malposition of the feetus 


Often two or more of these conditions coexist. 


PREMATURE APPLICATION 

Premature application of the forceps is now a less common practice than in 
the past, largely due to a fuller appreciation by practitioners of the not in- 
considerable risk to mother and child resulting from attempted or achieved 
delivery by forceps before complete dilatation of the cervix. Yet there is still 
an occasional patient in whom instrumental delivery has been attempted 
before full cervical dilatation. In cases of labour prolonged by uterine inertia, 
incoordinate action of the uterine muscle, or the so-called ‘cervical dystocia’, 
the cervix dilates slowly, often very slowly, and the patient is liable to be- 
come weary and to find it difficult to relax and sleep. She commonly com 
plains of the tedious prolongation of labour and may express disappointment 
when she realizes that delivery is not imminent. Ultimately she may become 
disheartened and depressed with the lack of progress. Not infrequently she 
will want to know ‘what is going wrong’ with the labour, or if she will lose 
her baby, and will ask if ‘nothing can be done’ to hasten delivery. Relatives 
become impatient and anxious, especially in domiciliary practice, and may 
agitate for active treatment to be carried out. ‘The midwife, taking the wise 
course of sharing responsibility in cases of prolonged labour, will probably 
send for the doctor. He, on arrival, may feel that, having been summoned 
because of lack of progress, he will be expected to carry out positive treat- 
ment to accelerate delivery. A difficult psychological atmosphere is therefore 
built up and considerable pressure may be brought to bear on the doctor to 
take active measures to speed the progress of labour. He may then be 
tempted to deliver by forceps, against his better judgment (Hunter, 1953a). 
F. J. Browne (1949) has pointed out that forceps must not be applied in 
any case in which the cervix has been found not to be fully effaced when the 
patient is examined between uterine contractions, yet the practitioner may 
sometimes fail to recognize that the cervix is not fully dilated. ‘This may be 
due to lack of cooperation on the part of a nervous or highly strung patient, 
lack of care or unnecessarily rough examination by the doctor. With a high 
presenting part, an inaccessible posterior lip of the cervix, possibly obscured 
by a large caput succedaneum, may not be recognized until the patient has 
been anzsthetized. ‘The practitioner, finding the presenting part a little 
higher than he anticipated and the cervical dilatation not so far advanced, 
may be tempted to try delivery to avoid the administration of a second 
anzsthetic and to shorten labour. A persistent anterior lip of the cervix may 


be looked upon as ‘only an anterior lip’, and not as an incompletely dilated 


cervix. On the other hand, the presence of an eccentric external os or of an 
exceptionally thin cervix may lead to the mistaken diagnosis of full cervical 
dilatation. ‘These premature attempts at delivery can be avoided only by 
meticulous care in the examination of the patient and strict observation of 
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the rule that instrumental delivery must not be attempted before full 
cervical dilatation has taken place. 


INCOORDINATE UTERINE ACTION 

Some of the greatest problems in present-day obstetrics arise in patients 
with incoordinate uterine action. In this condition the patient has com- 
monly complained of cramps in the abdomen and in the thighs in the later 
weeks of pregnancy and may have found it difficult to relax for abdominal 
palpation. At the onset of labour the pain associated with true uterine con- 
tractions is more severe than usual, even in the early stages. This pain is 
sometimes unilateral and, beginning with a contraction, often continues after 
the main contraction has passed off. Low backache may be persistent and 
severe, as in cases of occipito-posterior position. Between contractions 
uterine relaxation is incomplete and it may be difficult to palpate the feetal 
parts and hear the foetal heart sounds. ‘The uterus is hypertonic and irritable 
and contracts on minor stimulation as by palpation. As labour progresses, 
flatulent distension of the intestine may occur and the dilated bowel can be 
seen and felt over the uterine fundus. ‘The cervix, which is not usually ex- 
panded, is commonly soft and loosely applied to the presenting part. It is 
sometimes relaxed and may hang in a skirt-like manner into the vagina. It 
dilates slowly and the membranes often rupture at an early stage of labour. 
As labour progresses, as a result of irregular, spasmodic contractions of 
the uterus and draining away of the liquor amnii, the foetus tends to be 
grasped by the uterine muscle during contractions instead of being driven 
forward. ‘The uterus may become moulded to the feetus and contraction or 
constriction rings are liable to develop, especially over the flexures. This 
liability is increased by early rupture of the membranes and may be in- 
creased by administration of uterine stimulants, intra-uterine manipulations 
or premature attempts to deliver by forceps. In spite of the severe pain and 
slow cervical dilatation, the foetal head does not, as a rule, show a large caput 
succedaneum or a major degree of moulding. Feetal distress is common even 
when the membranes are intact and this may result in interference with 
the circulation through the uterine muscle to the placental site and com- 
pression of the placenta, the umbilical cord and, possibly, of the feetus itself. 
In these cases, in the absence of contraindications, the second stage of labour 
should almost invariably be shortened by forceps delivery as soon as the 
cervix is fully dilated. Malpresentations and malpositions should previously 
have been diagnosed and given appropriate treatment, and inessential 
manipulations of the foetus or abdomen should be avoided. For the forceps 
delivery the services of an expert anzsthetist are essential as a smooth 
anesthetic with good relaxation is required. Failure to deliver in these cases 
may be due to a poor anesthetic, to the general increase in uterine tone, to 


the lack of liquor amnii and possibly to the formation of contraction rings. 


If a contraction ring is present around the child’s neck there is usually a 
resistance at a fairly high level to the insertion of the forceps blades, making 
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satisfactory application difficult or impossible. In view of the many difficulties 
likely to arise in such cases, all patients with suspected incoordinate uterine 
action should be transferred to hospital at an early stage of labour 


DISPROPORTION 
Disproportion is a well-recognized cause of failure to deliver by forceps. It 
must be remembered that this may be due to the large size of the foetus as 
well as to the small size of the pelvis. If cases of disproportion are not to be 
overlooked, a careful antenatal history must be taken and painstaking re- 
peated abdominal examination must be made during the late antenatal 
period. Attention should be directed to the history of previous confinements, 
particularly to a story of pelvic contraction, prolonged or difficult labour, a 
large foetus, difficult delivery or urgent transfer to hospital for delivery in 
advanced labour, or a previous Cesarean section. In one instance a patient 
was sent into hospital as a case of failed forceps delivery at home. On taking 
the history it transpired that she had had three previous Cesarean sections. 
This patient should obviously have been booked in early pregnancy for 
hospital confinement. On examination the diagnosis of the presentation, 
position and the probable size of the feetus is of first importance. ‘The degree 
of engagement and ease of fitting of the foetal head to the pelvic brim should 
be ascertained. If the greatest diameter of the fatal head has not passed 
through the pelvic brim before the 36th, or at latest by the 38th, week of 
pregnancy, or if a malpresentation is found, a vaginal examination with 
careful clinical assessment of the size of the foetal head and of the maternal 
pelvis is essential, whether or not the patient has had previous normal con- 
finements (Hunter, 1951). Rather than risk an error in diagnosis by ab- 
dominal examination alone, it would be better to make a vaginal examina- 
tion in every primigravida and multigravida during the late antenatal period. 
The consequence of overlooking a case of disproportion may be serious 
In cases of doubt, this clinical assessment may be supplemented by x-ray 


pelvimetry and cephalometry, but these must be looked upon as aids to 


diagnosis which do not replace careful clinical examination. The possible 
presence of a large foetus in association with maternal diabetes or hydro- 
cephalus must be kept in mind. To exclude the possibility of feetal abnor- 
mality, it is wise to have an x-ray examination of the foetus in all cases of 
hydramnios, large foetal head, or uncorrected malpresentation. In the 
borderline case of disproportion the progress of labour must be observed 
with even more than usual care, the case being treated in hospital as one of 
trial labour (Hunter, 1939). In all cases the precise nature and degree of any 
pelvic contraction must be known before the patient reaches an advanced 
stage of labour and the forceps must not be used when the head is above the 
pelvic brim or even in the upper pelvic cavity. 

In carrying out a clinical assessment of a case of possible disproportion 
the precise presentation, position, size and degree of flexion of the feetal 
head are estimated by abdominal palpation. With flexion of the foetal trunk 
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and neck increased by pressure on the breech at the uterine fundus to arch 
the back against the uterine wall, the head is depressed into the pelvic brim 
by the left hand while the degree of overriding of the pubes by the anterior 
parietal bone is assessed by the fingers of the right hand. ‘The available 


space between the ischial tuberosities and the width of the sub-pubic angle 
are determined by direct palpation, a wide sub-pubic angle being a favour- 
able, and a narrow angle an unfavourable, sign. With two fingers in the 
vagina the size of the canal, the degree of development and resistance of the 
pelvic floor and the mobility of the coccyx may be assessed. It must not be 
forgotten that rigidity and inelasticity of the normally soft maternal tissues 
can impede the advance of the presenting part. A general impression of the 
size and shape of the pelvic cavity is now gained, the ischial spines and 
sacro-sciatic notches are palpated and the transverse and longitudinal curva- 
ture of the sacrum and the prominence of the sacral promontory are 
estimated. ‘he presence or absence of a false promontory between the first 
and second sacral vertebrz is noted. ‘The measurement of the diagonal con 
jugate is taken and from it the length of the true conjugate is calculated 
The sacro-iliac joints are palpated and an attempt is made to follow the 
lateral outline of the pelvic brim. 

Attention is now directed towards the fectal head. ‘The level of the present- 
ing part in relation to the pelvic cavity is determined and the size, pliability 
and degree of flexion of the feetal head are decided by bimanual abdomino- 
vaginal palpation. ‘he curvature of the vault of the skull is investigated; the 
more acute the curve the more likely is the head to be small. ‘The size of the 
fontanelles and the width of the accessible sutures are also assessed. The 
softening and relaxation of the cervix and, if the patient is in labour, the 
degree of cervical thinning and dilatation, the presence or absence of intact 
fetal membranes, the amount of descent during contractions and the pre- 
sence of moulding or caput succedaneum are noted. ‘The head is again 
fitted to the pelvic brim and the amount of descent of the presenting part 
and the width of the angle between the anterior parietal bone and the back 
of the pubes are determined. ‘The more acute angles are the more favourable 


as they indicate satisfactory descent. 


FETAL MALPOSITION 
An unrecognized case of occipito-posterior position is a common cause of 
failure to deliver by forceps. During the antenatal period and early labour 
the presence of a malposition is commonly suggested by the findings on 
abdominal palpation and confirmed by careful abdomino-vaginal investiga- 
tion. The diagnosis of this condition before labour is advanced is important 
if serious errors in management are to be avoided. In the great majority of 
cases, if the condition has been recognized at an early stage and the absence 
of disproportion has been proved, labour may be permitted to proceed 
normally with a reasonable expectation of spontaneous anterior rotation of 
the occiput taking place and, ultimately, of a normal or low forceps delivery 
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When progress has ceased, however, and labour has been brought to a 
standstill during the first stage for twelve hours or more, or when posterior 
rotation of the occiput has taken place, manual rotation of the foetal head to 
bring the occiput to the front, together with anterior rotation of the back, 
is indicated in the interests of both mother and child (Hunter, 1953b). ‘This 
rotation, which should seldom be attempted in domiciliary practice or by 


unpractised hands, advances the normal mechanism by a major step towards 


completion and may be followed by a rapid advance in the course of labour 
Sometimes manual rotation may be facilitated and the relaxation of the 
cervix be assisted by the use of caudal analgesia. Manual or low instru 
mental delivery follows after full cervical dilatation. During the second stage 
of labour, when progress has been arrested, and labour has been prolonged 
for more than 1} to 2 hours, or fetal or maternal distress has arisen, manual 
rotation, usually followed by immediate forceps extraction, is indicated if the 
head is in the pelvic cavity. Similar treatment may be given in cases of deep 
transverse arrest of the head. If the forceps’ blades should slip on or from 
the fetal head during an attempted delivery the presence of an undiagnosed 
occipito-posterior position should be suspected. A high forceps operation 
should not be attempted. If this routine is followed many cases of failed 


forceps delivery will be avoided. 


CONCLUSION 

In general, it may be said that careful and repeated examination of the 
patient during the late antenatal period and the earlier phases of labour, 
careful observation of the course and progress of labour, early recognition 
of departures from normal with prompt application of appropriate treat 
ment and careful selection of cases for instrumental delivery will bring about 
an appreciable reduction in the cases of failure to deliver by forceps 

If a practitioner, attempting to deliver by forceps, is unsuccessful he 
should desist from further attempts until he has carefully examined the 
patient in order to determine the probable cause of failure, and act in 
accordance with his findings. He should not inflict trauma upon mother or 
child by the use of force and, if contraindications are present, should resist 
the temptation to persevere with his efforts to deliver the child while the 
patient is anesthetized. In domiciliary practice, only a low or outlet forceps 
delivery should be attempted with a cephalic application of the forceps 


and the head in the antero-posterior diameter 
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THE MANAGEMENT OF BREECH 
PRESENTATIONS IN PREGNANCY AND 
LABOUR 


By R. G. LAW, M.D., M.R.C.O.G 
Assistant, Obstetric Unit, University College Hospital 


THE majority of recent publications on the subject of breech delivery have 
been concerned either with the results obtained in certain hospitals in the 
hands of certain obstetricians or obstetric teams, or with one or other of the 
many technical aspects of this branch of obstetrics. Such means of approach, 


although of undoubted value, possess two disadvantages. In the first place, 
owing to the numerous and often contradictory procedures advocated, the 
subject has been rendered unnecessarily complex whilst, secondly, in- 
sufficient attention has been drawn to the principles underlying the manage- 
ment of breech presentations in pregnancy and labour. ‘This article is based 
upon the belief that a proper understanding of these principles is of more 
importance in breech delivery than a detailed knowledge of any one 
particular method of management. 


THE F@TAL MORTALITY IN BREECH DELIVERY 
The fetal mortality of uncomplicated breech deliveries—e.g. cases in which 
no abnormality, maternal or feetal, is present other than the malpresentation 
itself—has been variously placed at between 0.8 per cent. (Hansen, 1941) 
and 17.4 per cent. (Peel and Clayton, 1948). The lower figure, however, 
refers to cases personally delivered by a highly experienced obstetrician and 
represents the exception rather than the rule. 


Bourne and Williams (1945) estimated the average fcetal mortality in hospital 
breech deliveries to be about 12 per cent., a figure in general accordance with those 
given by other obstetricians and not far in excess of that of 9.76 per cent. derived 
from an analysis of the records of nine British hospitals for the years 1939 to 1950 

The results of domiciliary breech delivery are even more discouraging. Gairdner, 
Jackson and Jackson (1941) reported a figure of 27 per cent. in such cases, whilst 
Cox (1951) put the foetal mortality at about 20 per cent., similar findings being re- 
ported from the United States (Goethals, 1939; Seeley and Siddall, 1940; Trites, 
1945). 

These figures should be considered in relation to the risk presented to the 
foetus by spontaneous uncomplicated vertex delivery, usually stated to be in 
the region of 1 per cent. (Guyer and Heaton, 1946). ‘This may be taken to 
represent the intrinsic foetal risk of delivery under present conditions and 
may be assumed to be present regardless of the skill with which a delivery is 
conducted. ‘Theoretically therefore it should be possible to reduce the feetal 
mortality in abnormal presentations to this figure, any excess constituting 
the preventable feetal loss. 
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THE CAUSES OF F@TAL DEATH 

By far the most common cause of fetal death during breech delivery is 
trauma. This may be manifested in one or more of a number of ways, such as 
cerebral haemorrhage, cerebral congestion, hemorrhage into the cervical 
cord due to excessive shoulder traction, or irreversible shock from com- 
pression of the thorax or abdomen. Pure anoxia, contrary to what is usually 
stated, is comparatively rare since in most cases in which it is diagnosed it is, 
in reality, secondary to trauma. Even when there is a danger of anoxia, 
trauma will increase this risk by imposing an additional strain upon blood 
vessels which are already congested. In other words, the foetus can stand 
a great deal of interference with the placental circulation but very little 
trauma. 

The causes of trauma.—Although both excessive shoulder traction and 
undue compression of the thorax or abdomen will cause hemorrhage or 
shock, these factors are probably less often met with than those which give 
rise to direct trauma to the fetal head. It must be emphasized that true 
moulding cannot take place in a breech delivery; all that is possible is for the 
fetal head to adapt itself as best it may to the maternal pelvis. This will not 
occur if delivery is carried out too abruptly. Under such conditions there is 
a rapid and forceful alteration in the shape of the fetal head with con- 
sequent rupture of blood vessels. ‘The same effect is seen when the head is 
subjected to sudden alterations in pressure. ‘These two effects, namely rapid 
alterations in shape and rapid alterations in pressure, are the main causes of 


trauma to the feetal head. 


MEANS OF REDUCING THE FCRTAL MORTALITY 
The fetal mortality in breech delivery may be reduced in one of three ways, 
namely: 

(1) By correction of the malpresentation by version. 

(2) By adequate antenatal assessment of the patient with regard to vaginal 
delivery in those cases in which version has either failed or has been contra- 
indicated, the main object of such an assessment being to exclude any cause 
of undue feetal trauma. 

(3) By the employment of care and gentleness and the avoidance of all 


haste at delivery. 


VERSION 
It has often been taught that version should not be attempted until the 
36th week of pregnancy, owing to the fact that, if practised earlier, premature 
labour or reversion to the original malpresentation might result. Moreover, 
since spontaneous version is often delayed until the last weeks of pregnancy, 
early attempts at correction would in some cases represent unnecessary 
interference. Delayed until this period of pregnancy, however, version has 
certain disadvantages, since, owing to progressive reduction in the amount of 
available space, the operation becomes increasingly difficult and increasingly 
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traumatic (Ryder, 1943; Browne, 1946). For these reasons present opinion 
favours early version, preferably at the 32nd week. By this time spontaneous 
version, if it is to occur at all, will usually have done so whilst the operation 
itself will, generally speaking, be straightforward, due partly to the amount 
of space available and partly to the fact that by now the feetus is of sufficient 
size to be grasped easily. 

It could still be argued that such a practice might lead to an increased 
incidence of premature labour, but this complication has probably been 
overemphasized in the past (Peel and Clayton, 1948) and is seldom seen in 
practice. A further advantage of early version is that an anesthetic is seldom 
necessary. Version under anzsthesia inevitably carries a higher risk, both for 
the foetus and for the mother, due in part to the anzsthetic itself and in part 
to the fact that the unconscious patient is often subjected to undue trauma 
‘These two dangers must be borne in mind if, for any reason, version under 
anzsthesia is contemplated. 

The necessity for early version further emphasizes the value of a full 
clinical examination at the 32nd week of pregnancy and the need for an 
accurate diagnosis of the presentation either clinically or, when doubt exists, 


radiologically. 


THE ASSESSMENT OF THE PATIENT WITH REGARD TO 

VAGINAL DELIVERY 
Disproportion.—From what has already been said of the causes of feetal 
trauma in breech delivery, it will be evident that the principal factor in- 
fluencing the safety of the infant is disproportion. ‘This usually takes the 
form of pelvic contraction or, more precisely, of some reduction in the size 
or alteration in the shape of the pelvis. Both Caldwell and Studdiford (1929) 
and Gordon (1934) have shown that when the pelvis is contracted, as many 
as 60 per cent. of infants delivered by the breech fail to survive. ‘This figure 
must be considered along with the fact that vaginal delivery of the breech is 
unlikely to be contemplated in the presence of a major degree of pelvic 
contraction. It is thus the minor pelvic abnormalities, of littke moment in 
vertex deliveries, that possess such dangers when the feetus presents by the 
breech. 

For this reason both a careful clinical assessment of the shape and capacity 
of the pelvis, with special reference to the dimensions of the outlet, together 
with full x-ray pelvimetry, is necessary in every case, whether primigravida 
or multipara. No brief can be held for the view, unfortunately still prevalent, 
that x-ray pelvimetry is only necessary in the latter patients when definite 
indications exist (Guyer and Heaton, 1946; Kerr and Moir, 1949). Where 
the pelvis is normal, disproportion may result from the presence of an over- 
large infant, foetal mortality being to some extent related to foetal weight and 
in the region of 50 per cent. when this exceeds nine pounds (Seeley and 
Siddall, 1940; Moore and Steptoe, 1943). It is therefore necessary to 
estimate the size of the infant as accurately as possible. Here clinical ex- 
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amination is the only way of reaching a decision, x-rays being at present of 
little practical value. 

Although of secondary value in the assessment of the patient two other 
features require mention. 

The age of the patient.—The age of the patient, when a primigravida, 
should always be taken into account since the liability to operative inter- 
ference and hence to additional trauma rises steadily with increasing age 
Moreover, owing to the relative infertility of some of these patients the 
infant is usually of proportionately greater importance. For these reasons 
Cesarean section should be carefully considered in a primigravida over the 
age of thirty-five and usually constitutes the treatment of choice when such 
a patient is over forty 

The past obstetric history in a multipara.—The fact that a patient may have 
had one or more normal labours does not imply that a breech delivery will 
be equally uneventful. Attention must be paid to the number, dates and 
outcome of past confinements and to the birth weights of previous infants 
It must be re-emphasized that in no case should vaginal delivery be con- 
templated without careful clinical and radiological assessment of the pelvis. 

The position of the fetal legs.—-Whiulst of no particular significance in the 
assessment of any case, the position of the foetal legs may be referred to at 
this stage. Although it is often taught that the usual way in which the feetus 
presents is by the flexed breech, in practice this is by no means the case 
Both during pregnancy and in labour, extension of the fetal legs is seen in 
the great majority of cases 94 per cent. of primigravide and 58 per cent ol 
multipare. Such an attitude cannot therefore be regarded as abnormal nor 
should it be supposed that labour will be more hazardous in these patients, 
the weight of evidence being, in fact, to the contrary (Marshall, 1934; 
Thornhill, 1949; Baxter, 1949). 

Cesarean section.—The many dangers threatening a fetus presenting by 


the breech have led a number of obstetricians increasingly to resort to de- 


livery by Cesarean section in these cases. When the risks to the infant of 
vaginal delivery are definitely increased the value of this operation is beyond 
dispute. On the other hand, it is perhaps not generally realized that the fetal 
mortality in elective Caesarean section is itself in the region of 2 to 3 per 
cent. (Marshall. 1949). ‘Thus, when vaginal delivery presents no special 
hazards, section would be of little or no benefit to the infant whilst the 
added. danger to the mother of this means of delivery needs no emphasis 


rHE CONDUCT OF THE FIRST STAGE OF LABOUR 
The management of a patient during the first stage of a breech delivery 
should, in general, be similar to that adopted in normal labour: sedatives, 
analgesics and nourishment, both fluid and solid, being given as the occasion 
demands. In addition, owing to the increased risk of cerebral hemorrhage, 
10 mg. of vitamin K analogue in the form of ‘synkavit’ should be given 
twelve-hourly 
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In view of the increased risk of prolapse of the cord in breech deliveries, 
it is usually taught that the patient should be confined to bed at the onset of 
labour. Whilst in some cases this precaution is reasonable, in others it is 
unnecessary. Ambulation during early labour does much to increase the 
frequency and strength of the uterine contractions and is thus a valuable 
contribution towards a smooth and rapid first stage. 

When, for one reason or another, the breech is not engaged in the pelvis 
at the onset of labour, it is reasonable to keep the patient in bed, since the 
danger of prolapse of the cord in these circumstances is relatively great 

6 to 10 per cent. On the other hand, when the breech is engaged, the 
incidence of cord prolapse is no higher than in vertex deliveries—e.g.. 0.5 
per cent. (Moore and Steptoe, 1943)—and such cases may safely be allowed 
the benefits of ambulation during the early stages of labour. 

Although usually without incident, three main complications may arise 
in the course of the first stage of a breech delivery, namely, uterine inertia, 
failure of the breech to engage, and prolapse of the umbilical cord. 

Uterine inertia.—The significance of this complication lies in the fact that 
the foetal mortality rises steeply once labour is prolonged over twenty-four 
hours, reaching 33.3 per cent. when this exceeds thirty-six hours. Should 
general measures to restore normal uterine action be without effect, little 
will be gained by resorting to active methods of hastening vaginal delivery 
such as bringing down a leg. As these cases are often associated with dis- 
proportion, the capacity of the pelvis and the size of the foetus must be 
carefully reviewed. When disproportion is believed to be present, or when 
it appears unlikely that delivery will be completed within a safe period of 
time Cesarean section is, as a rule, the treatment of choice. 

Failure of the breech to engage.—Although the breech often remains above 
the pelvic brim in multipare until the second stage of labour, in primipare 
engagement usually occurs during the last weeks of pregnancy and is 
seldom delayed after the onset of labour. When, in these patients, the breech 
remains high despite satisfactory uterine contractions, disproportion is 
usually present. Unless this complication can definitely be excluded it 
is unwise to persist with vaginal delivery, since this will almost certainly 
result in death of the faetus and may, in addition, cause serious maternal 
trauma. 

Prolapse of the cord.—The incidence of this accident in breech deliveries 
has already been referred to. As in vertex deliveries, it is most liable to 
occur at the time of rupture of the membranes. A vaginal examination at this 
time should therefore always be carried out. 

When prolapse occurs, management depends upon a consideration of a 
number of factors, namely, the state and maturity of the feetus, the condition 
of the cervix and the parity of the patient. Unless the cervix is more than 
four-fifths dilated, heroic measures aimed at rapid vaginal delivery are use- 
less, treatment consisting either of Casarean section or of reposition of the 
cord—of small practical value—when the former course is contraindicated. 
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THE CONDUCT OF THE SECOND STAGI 

An infant may be delivered by the breech in one of three ways: 
(1) Spontaneous Breech Delivery 

This implies delivery without external aid of any kind and is seen only in 
the case of an extremely premature or macerated feetus. It is of no practical 
significance. 
(2) Breech Extraction 

By this method the legs are brought down under full anzsthesia and 


delivery effected by traction, the natural powers playing no part. ‘his pro- 


cedure is an obstetric operation of some magnitude, the foetal mortality being 
in the region of 10 to 15 per cent. As such, it should only be undertaken 
upon definite indications which, in practice, are seldom encountered. 

(3) Assisted Breech Delivery 

This is the form of delivery to be aimed at in every case. Its two essential 
features are that labour should be left to the natural forces so far as possible, 
and that any interference necessary should imitate the normal mechanism of 
breech delivery. It is also important that feetal flexion be maintained and that 
undue haste and force be avoided. Within these limitations any method for 
delivering the arms and the head gives equally satisfactory results. Certain 
practical points should, however, be noted. 

(a) Anasthesia._-In all breech deliveries an anzsthetist should be present 
throughout the second stage. This does not imply that an anzsthetic will 
necessarily be required, although this is usually the case in primigravide, 
but rather that complications calling for anaesthesia may arise in circum- 
stances in which delay would be fatal. 

(b) Perineotomy.—This operation, which should be carried out under local 
infiltration anzsthesia, is an essential part of breech delivery in all primi- 
gravidz, whether at term or in premature labour. Its value lies in increasing 
the ease of delivery of the breech itself, in allowing room for any subsequent 
manipulations and in reducing the risk of compression of the after-coming 
head. 

(c) The delivery of the arms.—Once spontaneous delivery of the breech 
has occurred, the legs, if extended, may be gently released and birth of the 
trunk awaited. ‘The feetus is best left unsupported at this stage in order to 
avoid the risk of extension by unintentional traction. When the angles ot 
the scapule are visible anzwsthesia should be induced if the patient is a 
primigravida and the arms be delivered. Although delivery of the posterior 
arm is usually practised, this method is often unnecessarily traumatic and 
should be supplanted by the Ldvset manceuvre (L¢vset, 1937). 


This method is based upon the fact that due to the angle of pelvic inclination the 
posterior shoulder is usually the first to engage. Anterior rotation of this shoulder, 
brought about by gently turning the feetus, will cause it to appear under the sym- 
physis, whence its delivery is easily completed, the arm simply being hooked down 
At this stage the opposite shoulder, having in its turn engaged, is similarly delivered 


Although as a rule this procedure is straightforward, occasional failures 
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may be met with. It is then necessary to repeat the manceuvre using the 
opposite shoulder while its engagement is encouraged by drawing the foetus 
gently downwards and forwards by the feet. Should the posterior shoulder 
still remain above the brim, it may be made to engage by passing the index 
finger of one hand over the scapula and applying downward pressure 
Ldvset’s manceuvre possesses the following advantages: (1) ‘The feetal 
back is kept anterior throughout. (2) In the event of a ‘nuchal displacement’ 
the impacted arm tends to be automatically released by the movements im 
parted to the foetus. (3) Vaginal manipulations are reduced to a minimum 
(d) The delivery of the head.—At this stage in a breech delivery the prin- 
ciples already stated regarding gentleness and lack of haste hold more 
strongly than ever. Despite the fact that compression of the cord is present 
nothing will be gained by undue hurry. At the same time, however, no 
manceuvre should be attempted which may result in needless waste of time 
Although many excellent methods exist for the safe delivery of the after 
coming head, my preference is for the Mauriceau-Smellie- Veit manceuvre 
also known as ‘jaw flexion and shoulder traction’. By this means safe traction 
may be applied while, since the head is under bimanual control, it can be 
accurately guided through the pelvis. 
In carrying out this method two points should be noted: 


In the first place, undue strain upon the cervical spine must be avoided whilst, 
secondly, flexion should be maintained by passing the fingers up to the incisor 
fosse on the outer aspect of the maxilla rather than into the mouth of the infant 

To assist in the descent of the head, gentle suprapubic pressure, directed as far 
as possible over the sinciput, may be applied by an assistant. Once the head reaches 
the mid-pelvis, anterior rotation, if necessary, is slowly carried out and traction ts 
maintained until the head reaches the level of the pelvic floor. When resistance is 
slight, continued downward traction will allow the subocciput to appear under the 
symphysis, delivery being completed by gradual extension 


(e) Forceps. The method of delivery just described is suitable for the 
majority of multipare and for some primigravide When, however, undue 
resistance is met with, forceps should unhesitatingly be applied: under such 
conditions they will greatly reduce the foetal mortality. ‘Their advantages lie 
in the fact that traction is confined to the head, thus eliminating the risk 
of injury to the cervical spine, that adequate flexion is readily maintained and 
that the rate of descent and delivery of the head may be accurately con 
trolled. ‘This last point is perhaps the least appreciated and the most im 


portant. In the majority of cases the forceps are of use, not in hastening the 


birth of the head but in slowing down this process: it is often necessary to 
restrain the head from slipping too quickly over the perineum and under- 
going a dangerously rapid release of pressure. 

In applying the forceps to the after-coming head the infant is supported 
above the mother’s thighs by an assistant, while the blades are slipped into 
position on either side of the face. In doing this it is very unusual for any 
difficulty to be met with. Steady traction will result in the mouth and nose 
appearing at the vulva, at which stage the air passages should be cleared, 
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whereupon respiration is usually initiated. Delivery is then completed as 


slowly as possible, the forehead and vertex sweeping over the perineum 


CONCLUSIONS 
Although it must be admitted that experience in the technique of breech 
delivery is a very necessary adjunct for a reduction in the feetal mortality, 
such proficiency is of secondary importance to an understanding of the 


principles governing these deliveries. Management of these cases should 


therefore be based upon the following points 

(1) Early correction of the malpresentation so far as is compatible with 
feetal and maternal safety 

(2) Careful antenatal assessment of the maternal pelvis and the size of 
the infant in those cases in which version is impossible, special regard being 
paid to minor degrees of disproportion 

(3) Proper understanding of the causes of fertal death which operate 


during labour 
(4) The employment of the greatest care and gentleness during the actual 


delivery 


My thanks are due to Professor W. C. W. Nixon for his encguragement and 


advice during the preparation of this articl 


References 
Baxter, J. (1949): J. Obstet. Gvnac., Brit. Emp., 56, 95 
Bourne, A. W., and Williams, L. H. (1945): ‘Recent Advances in Obstetrics and 
Gynecology’, 6th ed., London, p. 67 
Browne, F. ]. (1946) Antenatal and Postnatal Care’, 6th ed., London, p. 144 
Caldwell, W. E., and Studdiford, W. E. (1929): Amer. 7. Obstet. Gynec., 18, 623 
Cox, L. W. (1951): ¥. Obstet. Gynaec., Brit. Emp., §7, 197 
Gairdne I \ Jackson M H . and Jackson | N (1941) Lancet i, 
Goethals, ‘1 R. { 1929) Amer 7 Obstet. Gvnec.., 37; 662 
Gordon, C. A., Garlick, R., and Oginz, P. (1934), Jbid., 28, 140 
Guyer, H. B., and Heaton, C. E. (1946): /bid., §2, 362 
Hansen, E. M. (1941): Jbid., 41, 575 
Kerr, J]. M. M., and Moir, J. C. (1949): ‘Operative Obstetrics’, 5th ed., London 
Pp 161 
L évset, | (1937) 7 Obstet. Gynec " Brit Emp , 44, 6906 
Marshall, C. M. (1934): /hid., 41, 930 
(1949): “Transactions of the XIIth British Congress of Obstetrics and 
Gynecology’, London, p. 19 
Moore, W. T., and Steptoe, P. P. (1943): Sth. med. 7., 36, 295 
Peel, ]. H., and Clayton, S. G. (1948): J. Obstet. Gynac., Brit. Emp., 55, 614 
Ryder, G. H. (1943): Amer. J. Obstet. Gynec., 45, 1004 
Seeley, W. F., and Siddall, R. S. (1940): /nt. Clin., Vol. 1, N.S 
Thornhill, P. E. (1949): Amer. J. Obstet. Gynec., §7, 1000 
rites, A. I 1948): lhid., §5, 430 





PULMONARY TUBERCULOSIS AND 
PREGNANCY 


By OSWALD LLOYD, M.D., F.R.C.S., F.R.C.O.G. 


Gynecologist and Obstetrician, United Cambridge Hospitals; Consultant 
Gynecologist, Papworth Village Settlement 


Tue incidence of pulmonary tuberculosis in pregnancy is the same as that 
in the general population. A study of several large groups of cases estab- 
lishes an average incidence of 1 in 200. As pulmonary tuberculosis has its 
highest age incidence at 25 years, its comparatively frequent association 
with pregnancy is not surprising, and it constitutes a problem that concerns 
many workers in different clinical fields. The literature on the subject is 
abundant and contains many controversial views. Opinions firmly voiced 
and firmly accepted two decades ago have undergone considerable modifica- 
tion as a result of advances in early diagnosis, better provision of institu- 
tional facilities, the application of antibiotics, collapse and operative therapy 


and improved follow-up. 

The object of this article is to survey the problems that arise in connexion 
with the tuberculous pregnant woman and to describe briefly the present- 
day approach to them. Brevity can only be achieved by being dogmatic, or 
seeming to be so. Opinions given have been reached only after careful con- 


sideration of a large number of cases with wide variation in the clinical, 
social and economic picture. The views expressed are largely my own and 
result from frequent consultations with a team of workers whose help and 
advice, based upon great experience, have been invaluable. It is customary 
to acknowledge such help in conclusion but in this article it is necessary to 
stress at the outset that its contents represent the practice now prevailing 
in the area served by The Cambridge Maternity Hospital and The South- 
West General Hospitals Group of the East Anglian Regional Hospital 
Board. The team consists of:—Dr. D. Smith who directs the Mass Radio- 
graphy Unit of the East Anglian Regional Board; Dr. W. Paton Philip and 
Dr. E. M. Cheffins from the Cambridge Chest Clinic; Dr. L. B. Stott of 
Papworth Village Settlement, and the Consultant Staff of the Departments 
of Obstetrics, Paediatrics and Anesthesia of the Cambridge Maternity 
Hospital. In addition to his work at the Chest Clinic, Dr. E. M. Cheffins 
supervises the BCG vaccination. 


ADVISABILITY OF PREGNANCY 
The first problem is presented by the woman, known to have a pulmonary 
lesion, active or quiescent, anxious to know if she should start a family. The 
patient with an active or recently healed lesion should be advised not to 
undertake a pregnancy until a period of one year of radiological and clinical 
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quiescence has elapsed. Implicit in this advice is the need to instruct the 
patient with regard to efficient contraception and the importance of report- 
ing if she has reason to believe that she is pregnant. It must be emphasized 
that a final check-up is advisable before undertaking a pregnancy and it 
should be explained to the patient that there will be need for continued 
supervision, radiological and clinical, during pregnancy and particularly 
after delivery but that a quiescent lesion will not generally suffer as a result 
of pregnancy, parturition or the puerperium. 


INDICATIONS FOR TERMINATION OF PREGNANCY 

If the patient is pregnant when she first seeks advice, or if the disease is 
discovered during pregnancy, the question of the advisability of its termina- 
tion must be decided first. We are of the opinion that termination of preg- 
nancy is rarely called for on medical grounds alone. There is a weight of 
evidence both in support of this statement and in direct contradiction of it. 
On the other hand, there is little opposition to the view that therapeutic 
abortion offers no advantage to the patient after the 12th week of gestation. 

Termination of pregnancy, however, will require to be carefully con- 
sidered in each case of active disease. ‘The factors to be weighed up include 
the extent and degree of activity of the disease, the parity of the patient, 
her economic status, the prospect of being able to obtain first-class treat- 
ment during and after pregnancy and last, but not least, the wishes of the 
patient and her family. Therapeutic abortion is practised in cases of active 
lesions in unmarried mothers, or in mothers who already have two or more 
children and who dread the possibility of a further breakdown in health that 
might follow the additional burden of looking after another child. Steriliza- 
tion should be seriously considered as an additional safeguard in the latter 
group. No therapeutic abortion is carried out without full agreement ex- 
pressed in writing by a chest physician of consultant status. It is also agreed 


that pregnancy should be terminated in women in whom severe tuberculous 
laryngitis is associated with a pulmonary lesion. In a personal communica- 
tion Stott refers to ‘a type of treated encapsulated lesion, with considerable 


peri-bronchial disease along a bronchus draining the site of a former cavity, 
as a “time bomb”’ waiting to be touched off by the mechanics of pregnancy’, 
and he considers that in this type of case termination is still indicated. 

It is thus obvious that, apart from isolated cases in which medical grounds 
alone prevail, the decision to abort rests on extraneous factors difficult to 
define yet of considerable importance, each requiring careful evaluation. 


rHE TREATMENT OF THE TUBERCULOUS PREGNANT WOMAN 
Early diagnosis is a prerequisite of successful treatment and the contribution 
made by mass radiological investigation towards this end is a most im- 
pressive one. This investigation was introduced on a limited basis for ante- 
natal patients under our care a few years ago and is now firmly established 
as a routine procedure. Everything possible is done to ensure the attendance 
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of booked patients; in spite of this the actual figures are only about 75 per 
cent., which suggests that more intensive health education propaganda is 
required. The active tuberculous case-rate among expectant mothers over a 
period of four years has been 3.2 per 1000, but the total significant tubercu- 
losis rate was g per 1000. Cases with active lesions are referred to the chest 
clinic for full clinical and radiological assessment and treatment is initiated 
as soon as possible, according to the scheme outlined below. 

Inactive lesions are kept under observation and arrangements are made for 
BCG vaccination of the infant. It is further recommended that final post- 
natal examination should include a miniature film examination of the lung 
fields, but as yet this recommendation has not been established as a routine 
The findings of Bickerstaff et a/. (1951) indicate that a number of cases were 
diagnosed on post-partum examination which had escaped detection during 
antenatal supervision. ‘These workers also showed that the prognosis in the 
post-partum group was significantly worse than when the disease was de- 
tected before delivery. 

The tuberculous pregnant woman should have priority admission to a 
chest hospital or sanatorium. ‘Treatment should follow the usual sanatorium 
principles. Modern therapy has much to offer in addition to the benefits of 
rest, good food and graduated exercise. The choice of treatment should be 
decided primarily by the extent and type of lesion, without regard to the 
pregnancy. Antibiotics, collapse therapy and radical surgery are now widely 
employed in the pregnant patient. ‘There is ample evidence of the efficacy of 
streptomycin and allied remedies, with apparently no ill-effects upon the 
foetus. ‘Thoracoplasties have been successfully carried out during pregnancy 
although there is much to be said for postponing this until after labour in 
cases in which the pregnancy is well advanced. In cases in which thoraco- 
plasty is considered essential to give the best possible chance of arresting the 
disease, termination of the pregnancy before the 12th week should be con- 
sidered. Pregnant women tolerate collapse therapy very well and experience 
has shown that cases with bilateral pneumothorax can safely negotiate preg- 
nancy, labour and the puerperium. Pneumoperitoneum should be dis- 
continued in the late weeks of pregnancy and be reinstituted three weeks 
after delivery. 

It is appropriate to mention here the work being carried out at Black 
Notley Hospital under the supervision of Dr. Raymond Cohen (1943) 
Briefly, this unit is devoted to the care of the tuberculous pregnant woman 
The patients were originally admitted whether quiescent or active and 
treated in the routine way appropriate to the character of the lesion and its 


degree of activity. Nowadays only cases of active disease are admitted. From 
his results Cohen concludes that the influence of pregnancy on pulmonary 
tuberculosis is slight and he states that it is becoming increasingly clear that 
in the past the influence has been exaggerated and that a strong case can be 
made for denying any effect at all. His figures indicate that the proportion 
of cases showing retrogression was no higher than would have been expected 
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in a comparable group of non-pregnant tuberculous women under similar 
conditions. The excellent results achieved fully endorse the author’s view 
that first-class treatment during pregnancy improves the prognosis very con- 
siderably, and adds credence to the view that the dire results reported up 
until recently were to a large extent due to failure to institute treatment until 
after delivery. Many will remember the reluctance of all sanatoria to accept 
a pregnant patient. It is only fair to add, however, that such institutional 
facilities are not generally available and that until they are many will hold 


views contrary to those of Dr. Cohen 


OBSTETRIC MANAGEMENT 

Antenatal supervision should follow orthodox lines but in the last two to 
three weeks of pregnancy a careful assessment should be made of any pos- 
sibility of disproportion, as it is claimed by some authorities that such 
patients tend to have unduly large babies and in this event consideration 
must be given to delivery by Cawsarean section as this type of patient is not 
suitable for a prolonged trial labour. ‘here appears to be no advantage in 
inducing labour except for the accepted indications such as toxemia and 
post-maturity. Labour should be conducted with due regard to the pul 
monary condition, the aim being to reduce maternal fatigue to a minimum 
and this aim will be more readily achieved by timely employment of the 
obstetric forceps. 

The administration of anesthetics to patients with pulmonary tubercu- 
losis presents particular problems because of the possibility of (1) a reduced 
vital capacity due to: (a) extensive disease, (b) fibrosis in healed cases, (c) 
the presence of an artificial pneumothorax, or (d) previous surgical treatment 
such as thoracoplasty; and (2) the added risks of spread of the disease by the 
transfer of infected material to healthy lung tissue while under anzsthesia 
Care is required to avoid any possibility of infection of other patients by 
inadequate sterilization of anesthetic apparatus after use. Generally speak- 
ing, light general anesthesia with gas and oxygen or cyclopropane and 
oxygen is well tolerated. Intubation with a relaxant gives the anzsthetist 
better control and enables him to deal rapidly with infected secretions by 
suction. Operative procedures including Casarean section can be safely 
carried out with an epidural block. In our experience this is the method of 
choice and can be used in the majority of cases. Spinal anesthesia 1s con 
sidered slightly less suitable and neither method is viewed with favour in 
patients with marked respiratory distress, very nervous women or for emer- 


gencies. General anesthesia is preferable under these conditions. Pre- and 


post-operative physiotherapy is very important in preventing the spread of 


disease in patients with active lesions. 

Analgesia is of paramount importance, to lessen maternal fatigue. Pethi- 
dine is well tolerated and seems to have no disadvantages. Morphine is best 
avoided. Trilene and air and gas and air may be used under medical super- 
vision. Continuous caudal analgesia is eminently suitable for these patients; 
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it can be maintained for a considerable time and permits forceps delivery 
without any additional anesthetic. It is, of course, a method suitable only for 
institutional confinements. 

Lactation should be forbidden in all cases. This view is not difficult to 
justify. Breast feeding not only exposes the new-born child to the danger of 
infection but in itself imposes a drain upon the maternal resources. The loss 
of lime salts in the breast milk is considered a vital factor which increases the 
risk of breakdown of healed lesions. Lactation should be inhibited by early 
administration of a suitable cestrogenic preparation. It may well be asked if 
there is ever an exception to this rule, as a case can always be made for de- 
parting from a proved routine; such a case would be a patient who has 
successfully undergone at least two confinements without hazard to a healed 
lesion and who feels that her maternal urge is being stifled by not being 
allowed to breast-feed her child. 

The new-born child should be separated from the mother who should not 
be allowed to do anything for the child if she is sputum positive. A quiescent 
case may be allowed to care for the baby if the physical condition permits. 
She should be instructed to wear a mask when handling the child and to take 
great care with crockery and feeding utensils. ‘The danger of reactivation of 
the maternal disease should be explained, and the need for regular tuberculin 
testing of the infant. 


FUTURE PROTECTION OF THE INFANT 
There is an increasing weight of evidence to show that vaccination with the 
bacillus of Calmette and Guérin provides a significant though limited pro- 
tection for the infant. In this country mass vaccination of new-born infants 
is not carried out but it is being done abroad and in Northern Ireland. In 
our opinion vaccination should be offered to all infant contacts when either 
parent has suffered from pulmonary tuberculosis. It must, of course, be 


optional and in our practice a written explanation of BCG vaccination ts 


given to pregnant tuberculous mothers in the antenatal period. On the re- 
verse of the paper containing the explanation there is a consent form to be 
completed and signed by the parents. Vaccination should be carried out 
within the first seven days of life, except in the case of ill or premature babies 
when it is postponed for two to three months. Congenital tuberculosis is 
rare, but it is advisable to apply a tuberculin jelly test three days before 
vaccination. 

Technique and dosage of BCG vaccination.—o.1 millilitre of Danish BCG 
vaccine is given strictly intradermally into one deltoid region. If the in- 
jection is given too deeply ulceration of the skin may occur and regional 
adenitis may be a complication. Six weeks after vaccination a post-vaccinal 
Mantoux test is carried out using 1/100 old tuberculin. ‘The reaction is read 
after 72 hours. The infant is x-rayed at the same time. There are no general 
constitutional disturbances after vaccination. Local ulceration of the skin 
is relatively common in new-born infants and is probably related to the 
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technique and depth of the injection. Regional adenitis is fairly common but 
no case of abscess formation has occurred in our experience. 

When the mother or father is a sputum-active case the infant should be 
isolated from the parents for six weeks after the vaccination. It is important 
to warn the mother that BCG vaccination is not an absolute protection 
against overwhelming infection but that it gives some immunity, and that 
in particular it very considerably diminishes the incidence of the serious 
forms of tuberculosis such as miliary disease and meningitis 


CONCLUSION 

The care of the tuberculous pregnant patient and her offspring should not 
be restricted to the immediate obstetric and pediatric fields but should in- 
clude effective control of both after their discharge from the hospital. Efforts 
should be made through the local authority or through the agency of care 
and after-care schemes to ameliorate any adverse social conditions, by 
attention to proper nutrition, adequate housing or the adjustment of any 
financial hardship. At the same time provision should be made for the care 
of other children in the household by placing them in a nursery school or in 
the care of relatives, thus minimizing the risk of spread, particularly in the 
case of the mother who is still infectious. 

We are confident that the problem of the tuberculous pregnant woman 
can only be solved by close cooperation between the various workers as out- 
lined in this article. Closer cooperation between the specialist services and 
the general practitioner is more than ever necessary in the solution of this 
nation-wide problem. ‘The practitioner should have all possible facilities for 
radiological examination of his antenatal cases and every opportunity for 
full consultation with a chest physician in any case of doubt. It will not 
always be necessary for patients with healed lesions to be admitted to hospital 


for delivery and in such cases considered suitable for domiciliary confine- 


ment the practitioner is now able to call upon a specialist anzsthetist under 


the National Health Service Scheme. Subsequent to delivery, the chest 
clinic will usually place at the disposal of the practitioner facilities for BCG 
vaccination. All the after-care schemes will of necessity be as available to 
the case confined at home as to the case confined in hospital. 

It has already been emphasized that this article is a very brief summary 
of the present-day approach to this important problem. ‘There will be many 
exceptions to the rules which we have laid down as a guide to management 
Each case will need individual consideration and require judgment on its 
own merits. It has been my privilege to set out the above summary which 
has been made possible only by the cooperation of the workers to whom 


acknowledgment has already been made. 
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THE Ro FACTOR IN OBSTETRICS 


By A. S. DUNCAN, D.S.C., M.B., F.R.C.S.Ep., M.R.C.O.G. 
Professor of Obstetrics and Gynecology, The Welsh National School of Medicine, 
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Ir is rather discouraging to a clinician to receive a report that his patient's 
blood group is, for example, A, R,R, (CDecDE) M.S P—Le(a-b-~—) 
Lu(a+), K— Fy(a+) C*-, and he can be excused if he finds it impossible to 
keep abreast of the discoveries constantly being made by serologists. The 
example is quoted from a recent report by Stratton and Renton (1954) of a 
case of hemolytic disease of the newborn caused by a new Rh antibody, 
anti-C*. Such work is of the greatest importance in elucidating the cause of 
rare cases and the problem in general. We get a further insight into the com- 
plexity of the matter when we learn that Wiener and his co-workers have 
published no fewer than 333 papers on Rh types and related problems. 


Eighty-four of these have now been published in book form (Wiener, 19544) 


and a monograph by the same author (1954b) gives a comprehensive review 
of the subject. 

Fortunately, the clinician need not concern himself with the details of the 
rarer antibodies but he will wish to be familiar with the effects of iso- 
immunization and with the possible lines of treatment. Further, as the lay 
public has become ‘Rhesus conscious’ the practitioner must be familiar with 
the principles involved, so that he can explain matters to his patients and 
give them an idea of the probability of the various possible contingencies 


INHERITANCE OF ANTIGENS 

It has been known for many years that the population can be divided 
according to their blood groups, that it is the blood cells which contain the 
antigens and that naturally occurring antibodies to these antigens exist in 
the plasma. ‘Thus blood group A has the antigen A in the red cells and the 
agglutinin g, or anti-B, in the plasma. In spite of appropriate precautions, 
transfusion accidents occurred and it was presumed that a third antigen 
existed which did not normally cause antibody formation but which in 
certain circumstances might lead to the development of ‘irregular’ anti- 
bodies. The next step was the discovery, in 1940, by Landsteiner and Wiener 
of the Rh antigen which was found to be present in the red cells of some 85 
per cent. of the population. 

Further work has shown that not one but many antigens of the Rh type exist and 
that they are determined by pairs of genes which have been called cC, dD and eE 
Each individual inherits three Rh genes from each parent and every one of his red 
blood cells carries antigens determined by these genes. From each parent he will have 
c or C but not both, d or D but not both, and e or E but not both. If each possible 


combination occurred in similar proportions of the population, and if each antigen 
had the same propensity for causing antibody production, the clinical problem of 
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transfusion would indeed be complex. Fortunately this is not so. More than two- 
thirds of the population in England are of one or other of the following three geno- 
types: CDe/cde (35 per cent.), CDe/cDe (18 per cent.), cde/cde (15 per cent.). 

Theoretically, each of the six antigens may cause antibody production and this 
accounts for anomalies such as occur in the rare cases in which an Rh-negative 
fa@tus may cause antibody formation in an Rh-positive mother. In general, however, 
D is the only antigen which gives rise to trouble. Exceptions to this rule are so rare 
that, unless there are special circumstances in the history, the laboratory only tests 
for D. If D is present the patient is reported Rh-positive; if D is absent the patient 
is reported Rh-negative. If a patient has inherited D from both his parents (e.g 
CDe/CDe) he is homozygous Rh-positive and all his offspring will be bound to 
inherit one or other of his D’s and so be Rh-positive. If a man has inherited D from 
only one of his parents (for example, genotype CDe/cde) then his offspring will 
have an equal chance of inheriting D or d from him and he is therefore called 
heterozygous 

Antibodies developing in response to antigens of the MN group, Kell 
group, AB group and many others are occasionally found to cause trans- 
fusion reactions and erythroblastosis It is these rarities that cause both 
interest and anxiety to the serologist but in this brief survey and in clinical 
work in general we need only concern ourselves with the antigen D and the 
anti-D agglutinins. 

Most laboratories in this country use the CDE terminology described 
above. It should be noted, however, that a terminology in which the sym- 
bols R,, R,, R’, r, etc., are used is recommended by Wiener and is widely 
utilized in the United States. ‘This is called the international Rh-Hr nomen- 
clature and at the present time some laboratories give a genotype report in 


both ways. 


ANTIBODY FORMATION 
For the reasons given we need only concern ourselves with the antigen D 
but it should be noted that exactly the same principles of antibody develop- 
ment apply in the rare instances in which other antigens are responsible. The 
antibody, anti-D, can only be made by Rh-negative individuals and then only 


if erythrocytes containing the antigen D are introduced into the body. It is 
now well known that the two main ways in which this may occur are by 


transfusion or in pregnancy. As even intramuscular injection of Rh-positive 
blood into an Rh-negative patient may lead to antibody formation, the prac- 
titioner must be sure that the blood is matched before giving even a small 
quantity to a baby with hemorrhagic disease. If Rh-positive blood is trans- 
fused into an Rh-negative patient, antibodies are liable to be formed. These 
will not cause any reaction at the initial transfusion but in any subsequent 
transfusions or pregnancy the antibodies may cause agglutination of the 
Rh-positive cells 

In pregnancy the presence of an Rh-positive foetus in the uterus of an 
Rh-negative woman may cause the formatien in the mother’s blood of anti-D 
antibodies. Because she has no D in her cells, these antibodies do not affect 


her in any way but they may cross the placenta and cause hemolysis of the 
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baby’s Rh-positive blood cells. ‘This leads to one or other of the forms of the 
condition known as hemolytic disease of the newborn or erythroblastosis 
feetalis. 

For reasons not fully understood, antibodies do not always develop fol- 
lowing transfusion or pregnancy even when the blood group suggests that 
they should. Transfusion is the more potent stimulus and about 50 per cent 
of Rh-negative individuals transfused with Rh-positive blood will develop 


antibodies. In pregnancy there is no direct communication of maternal and 
feetal blood and it is therefore not surprising to find that anti-Rh antibodies 
develop in only one in 150 pregnancies instead of the one in eight that would 
be expected. Possible factors involved may be the varying permeability of the 
placenta or the breaking off into the maternal circulation of fragments of 
trophoblast. It is extremely rare for antibodies to be formed in a first preg- 
nancy but the risk increases with each successive pregnancy in which the 


feetus is Rh-positive. 


It is now well known that the antibodies are of two types. The one that usually 
develops first causes agglutination of Rh-positive cells suspended in saline, albumin 
or serum. This is called the saline or complete antibody. The other form, which 
usually develops later, is called the blocking or albumin antibody. It coats Rh- 
positive erythrocytes suspended in saline but agglutinates them only if they are 
suspended in serum or albumin. The mechanism of action of these antibodies and 
the principles of the tests for them were recently described in The Practitioner by 
Girdwood (1952). The Coombs’ test is now so commonly used that it is important 
to be aware of its significance. The direct Coombs’ test is a test for sensitized red 
cells and is always positive in Rh-positive infants born to mothers whose serum con 
tains antibodies. The test is not specific for Rh sensitization and not all infants with 
positive tests will develop erythroblastosis. The indirect Coombs’ test is performed 
against normal cells which have been incubated with the patient's serum and is a 


; 


test for incomplete or blocking antibodies in the serum. Clinically the presence ot 
albumin antibodies is of graver significance than that of saline antibodies 


PROBABILITIES 

(1) Of mothers of infants with hemolytic disease, 99 per cent. are Rh- 
negative (quoted by Mollison, 1950). 

(2) About 17 per cent. of the British population are Rh-negative (Race 
et al., 1948). 

(3) Of the 17 per cent., three will have Rh-negative husbands and so need 
have no anxiety. 

(4) The proportion of heterozygous Rh-positive males to homozygous is 
approximately 4:3. 

(5) Babies are very rarely affected in a first pregnancy unless the mother 
has previously had a transfusion. 

(6) If the husband is homozygous Rh-positive, his Rh-negative wife will 
have Rh-positive infants in every pregnancy of that marriage. 

(7) If her husband is heterozygous Rh-positive, on average she has only 
a 1 in 4 chance of having two Rh-positive infants in succession and only a 
1 in 8 chance of having three Rh-positive infants in succession. 
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(8) Even when an Rh-negative woman has two Rh-positive fcetuses in 
succession she has only about a 1 in 10 chance of forming detectable amounts 
of anti-Rh (Mollison, 1950). 

(g) Only about 5 per cent. of all Rh-negative mothers develop antibodies, 


ANTENATAL DIAGNOSIS 
At an early antenatal visit each patient should have her ABO and Rh blood 
group determined. In a few areas the laboratory facilities may not allow of 
this and until they do it might be necessary to omit the test in women who 
are pregnant for the first time and who at no time have been given blood 
transfusions. 

A careful history regarding transfusions and previous pregnancies is taken 
and particular attention paid to a history of stillbirths or jaundiced babies, 
The evidence suggests that abortions are not caused by Rhesus incompati- 
bilities, as antibodies are rarely detected before about the 2oth week ot 
pregnancy. If the patient has had previous pregnancies the laboratory will 
also test the initial sample of blood for antibodies. Antibodies do not dis- 
appear at once when a pregnancy is over: in fact they often reach a maximum 
titre about two weeks after delivery and remain in the serum for long periods, 
Cases have been reported in which antibodies are detected in the serum for 
the first time many months after the delivery (Weiner and Hallum, 1950). 
Antibodies discovered early in a pregnancy date either from a previous 
pregnancy or a transfusion. ‘The test for antibodies in second and subsequent 
pregnancies should be repeated at about the 34th week. More frequent tests 
to watch for a rising titre may be of interest but are not of much value in 
prognosis. 

It is not possible to determine the titres accurately unless special pre- 
cautions are taken. In general it is found that if the titre of albumin antibody 
is 1:4, or less, the infant is most unlikely to be severely affected, whereas if 
the titre is 1:256 or higher the infant is almost sure to be at least moderately 
severely affected (Mollison, 1950). The first baby to be affected is rarely 
seriously ill. Each subsequent Rh-positive baby tends to be more seriously 
affected than the previous one but this is not invariable. Once a patient has 
had a stillborn hydropic foetus the chances of her having an Rh-positive baby 
who survives are very poor although cases have been recorded. 

The antenatal diagnosis depends largely upon the blood findings but 
certain clinical points should be noted. Pre-eclampsia, diabetes mellitus and 
premature separation of the placenta are all more commonly associated with 
Rh sensitization than would be expected by chance. When the baby is 


hydropic there is often hydramnios and the placenta is large, edematous and 


often as heavy as the child. As a result of these two factors, and especially if 
the baby is edematous, the mother’s abdomen is often very large. The 
cedematous child has certain characteristic appearances on radiological ex- 
amination: the limbs are pushed away from the trunk and the child adopts 
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a Buddha-like attitude; the edematous scalp gives the impression of a halo 
round the skull; in certain views the scapula can be seen to be markedly 
separated from the chest wall (Cummack, 1952). Appearances very sug- 
gestive of hydrops may, however, be seen with quite normal babies (Browne, 
1950). Hydropic babies often die im utero. Bevis (1952) has described a 
method of prediction of the outcome for the feetus, based on sampling the 
liquor amnii and testing the concentration of non-hamatin iron and uro- 


bilinogen. 


DIAGNOSIS IN THE NEWBORN 
Hemolytic disease of the newborn may take one of three forms—hydrops 
foetalis, icterus gravis or hemolytic anemia. The etiology is the same in 
each—the Rh antibodies cause hemolysis of the infant’s red cells while it 
is still 7m utero. ‘The pigment formed is destroyed largely by the mother but 
partly by the baby. The infant’s spleen and liver are enlarged and, in an 
attempt to compensate for the loss of red cells, many immature red cells or 
erythroblasts are thrown into the circulation, partly from the normal blood- 
forming organs but also from numerous scattered foci of erythropoiesis 
which are found in odd situations like the kidney. 

Hydrops fetalis.—The hydropic foetus is easily recognized. It is grossly 
cedematous and if born alive rarely lives for more than a few minutes. ‘The 
placenta is very large, pale and cedematous. ‘There is a tendency for parts of 
it to be retained. 

Icterus gravis.—TVhe baby may be jaundiced at birth or may appear per- 
fectly normal. ‘The liquor amnii is often of golden colour and the vernix may 
be like mustard. If the child appears normal at birth, jaundice may develop 
very rapidly— within an hour or two. Observers have often described how 
the baby has turned yellow as they watched him. Before birth the pigment 
has been carried off in the maternal circulation and only appears in the baby’s 
skin once the cord has been severed. In a proportion of cases pigmentation of 
the basal ganglia develops. ‘This is known as kernicterus and may be a cause 
either of death or of permanent impairment of the nervous system in infants 
who survive. The modern view of the etiology is that some factor leads to 
damage of the basal nuclei and that this damage makes the cells more liable 
to take up the pigment. The pigmentation is therefore incidental and the 
previous damage may also be due to antibodies or to anoxia or other factors 
(Butler and Spector, 1952; Govan and Scott, 1953). Jaundice in the first 
twenty-four hours of life should always be considered as due to Rhesus in- 
compatibility until proved otherwise. The so-called physiological jaundice 
develops later and even this is considered by some to be due to antibodies 
(Wiener, 1951). 

Hemolytic anemia.—This is the most favourable form of the disease. ‘The 


baby may appear normal or slightly pale at birth and becomes progressively 


more anemic. Mild cases may recover spontaneously but severe cases will 
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die within two or three weeks unless treated. Sometimes the anaemia is not 
apparent for two or three weeks. 

Blood examination.—It should be stressed that the healthy appearance of 
the baby at birth may give a completely false impression of how seriously 
he is affected. A sample of cord blood must be taken in every case in which 
antibodies were present in the mother’s serum or in which there is any 
significant previous history. ‘The following tests are done: 

(1) Direct Coombs’ test. A positive result shows that the baby’s red cells 
are sensitized although not necessarily to Rh. 

(2) Blood group, both ABO and Rh. 

(3) Blood count and hemoglobin. If the hemoglobin is above 15 g. per 
cent. the infant is almost sure to recover without treatment. A reading below 
10 g. per cent. is of grave significance. An additional point of diagnostic 
significance is the finding of more than 25,000 nucleated red cells per. c.mm., 

(4) Serum bilirubin. The normal level is below 2.5 mg. per 100 ml. In 
blood from affected infants the serum often appears yellow to the naked eye. 
A level of 3 mg. per 100 ml. suggests haemolysis and levels of 4 mg. per 100 
ml. or more indicate that the infant is seriously affected. 

Very misleading results may be obtained from early heel-stab specimens 
and therefore cord blood should be obtained for the initial tests in every 
case. 

rREATMENT 

Antenatal management.—The recognition of potential cases by careful 
history taking and routine blood tests is still the most important factor in 
the antenatal management. In Rh-negative patients tests for antibodies are 
repeated at about the 34th week of pregnancy; this is advisable even in first 
pregnancies and imperative in subsequent pregnancies. ‘Therapeutic abortion 
should only be considered on the grounds of Rh incompatibility if the 
husband is homozygous and the patient has previously had a child with 
hydrops feetalis. Less severely affected patients could not justifiably have a 
pregnancy terminated unless there were other factors quite apart from the 
Rhesus anomaly. 

Induction of premature labour was commonly practised in the hope that 
an infant subjected to antibodies for a shorter time would have a better 
chance of survival. That this does not seem to be the case, however, has been 
shown by the Medical Research Council's controlled trial (Mollison and 
Walker, 1952). For the present, the spontaneous onset of labour at term 
should be awaited unless other factors or the previous history make induction 
advisable, as occurred in the case recently reported by Watson, Crosse and 


Hatchuel (1954). Sensitized patients should not be allowed to continue past 


their expected date. ‘There is no evidence that babies born by Caesarean 
section (performed on account of the Rhesus anomaly) have any better 
chance of survival than those delivered vaginally. 

The only hope of any improvement in antenatal treatment is that of the 
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discovery of some agent which will prevent the development of antibodies 
or antagonize their effect on the blood cells of the foetus. Several cases have 
been reported in which apparent improvement has resulted from such sub- 
stances but as yet there is no convincing evidence. Rh haptene (Carter, 1949) 
is one and cortisone is another. The use of cortisone is based on the sug- 
gestion that it may prevent the results of antibody formation. Many further 
trials are in progress. 

An important aspect of antenatal management is the decision whether the 
patient should be delivered in hospital or whether the case could be satis- 
factorily looked after at home. There has been recent correspondence on 
this subject in the British Medical Fournal, initiated by Chalk (1954). If the 
blood at the 34th week shows no antibodies and there is no previous history 
of note, there is no reason why the patient should not be delivered at home 
Even in such a case it is advisable to take a sample of cord blood at birth as 
a precaution. If there are antibodies and/or a previous history of significance, 
the patient should ordinarily be delivered in hospital. If the practitioner has 
unusually good facilities, if he can be sure of being present at the confine- 
ment and if the person (or hospital) who is to undertake the treatment of 
the baby if affected has been warned and is willing—only if all these criteria 
are fulfilled should the patient be delivered at home. As has been pointed 
out (Murray and Walker, 1954), it is dangerous to draw conclusions from the 
small series of cases mentioned by those who advocate home confinement. 
Even in hospital it takes a little while to arrange for transfusion with suitable 
blood and the team concerned should be notified as soon as the patient goes 
into labour. 

Management of the affected baby.—The antibodies which have reached the 
infant’s blood from the mother gradually disappear over a period of a few 
weeks. If the baby seems unlikely to survive until this natural cure takes 
place, treatment is by transfusion of Rh-negative blood to tide him over until 
the antibodies are away and his own Rh-positive cells are safe from the risk 
of agglutination. Exchange transfusion in which the blood containing anti- 
bodies is taken off and replaced by Rh-negative blood is the best treatment in 
severely affected cases and can be done through the umbilical vein up till 
eighteen hours after birth. In milder cases, one or more simple transfusions 
during the first few weeks of life will suffice. ‘The decision whether or when 
to transfuse is a matter for the specialist and depends on a number of cir- 
cumstances, but particularly on the serology and on the hemoglobin level 

Breast milk may contain Rh antibodies. It is doubtful if these are absorbed 
from the stomach but there is some evidence that in the first few days of 
life it may be unwise to give the breast milk in affected cases. ‘hereafter 


breast feeding can be allowed without danger. 


ADVICE REGARDING FUTURE PREGNANCIES 
Advice regarding the future will depend chiefly upon the number of live 
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children, the extent to which the previous children were affected, and 
whether the husband is homozygous. Because of the pressure on laboratories 
and the rarity of certain sera the husband’s blood should only be sent for 
typing if the wife is known to have antibodies. It is not always possible to 
give the exact genotype of the husband as certain sera such as anti-d are not 
available. Acting on the laws of probability, however, the serologist can 
nearly always inform us whether or not the husband is homozygous and the 
knowledge that every subsequent child will be Rh-positive will influence the 
clinician in advising about future pregnancies. In this connexion it is most 
important in the interests of other patients that the laboratory stocks of sera 
be kept up by the sending of large samples of blood from sensitized patients 
to the laboratory at the serologist’s request. ‘here is no other way of obtain- 
ing the sera for tests on other patients. 

In considering sterilization it must be remembered that normal babies 
have been born even after a very bad history of Rhesus sensitization, that 
some new method of treatment may be discovered and that the patient 
might later marry an Rh-negative man 

Because of the risk of the subsequent development of antibodies, the 


practitioner has extra responsibilities to his Rh-negative patients. First, he 


must see that Rh-incompatible transfusions are not given and secondly he 
must do everything in his power to ensure that the first and second babies 


are not lost from obstetrical or other causes unrelated to the Rh factor. 
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CLINICAL INVESTIGATION 
INTO THE ACTION OF ANTACIDS 


By A. H. DOUTHWAITE, M.D., F.R.C.P. 
Sentor Phy st zan to Guy’s Hospital 


‘THE purpose of this article is to show how antacids may be used effectively 
in the treatment of four types of peptic ulceration—«esophageal, gastric, 


duodenal and anastomotic. That this is only one aspect of the therapeutic 


problem is clear. Nevertheless, there are few who will deny that free 
hydrochloric acid is the most important influence in the production of 
chronic ulceration. 

Knowledge of the immediate cause of the breach of mucosal surface is 
still denied us, although pointers exist. ‘Thus, there are the mechanical 
influences of patulous cardia, with or without hiatus hernia, which allow 
reflux of digestive fluid into the eesophagus; again, the anastomotic ulcer 
can be explained by uncontrolled flooding of the jejunum with gastric 
juice. Gastric and duodenal ulcer offer no easy explanation, although there 
seems to be some association between poor nutrition and the former, whilst 
the duodenal variety is closely linked with intellectual occupations, anxiety 
and inability to relax mind and body. Chemical or mechanical trauma may 
be of importance in initiating ulceration. Lintott and I (Douthwaite and 
Lintott, 1938) showed that mustard and aspirin often caused inflammation 
of the gastric mucosa. The aspirin observations were challenged by Paul 
(1943) who failed to observe any reaction to aspirin in the gastroscopic 
examination of a thousand cases. His report, however, states that ‘the 
tablets were found as a rule in or near the mucous lake’, an area which is 
normally protected by mucus. In our article we stressed the point that these 
reactions were seen only on the poorly protected lesser curvature. Support 
for the view that aspirin is a gastric irritant is lent by the observations of 
Sollmann (1932), Hurst and Lintott (1939), Winkelstein (1940), and a host of 
necropsy observations. | have repeated the experiments and have found an 
inflammatory reaction around aspirin particles, even to the extent of sub 
mucous hemorrhage, in six out of nine instances in which aspirin could be 
recognized. Although the crushed tablets were swallowed only ten minutes 
before the examination, no aspirin was found in six of the 15 cases examined 
That insoluble aspirin tablets are a potential danger must be accepted. 


CONTROL OF ACIDITY 
The last quarter of a century has exposed the fallacy of basing therapeutics 
on in vitro experiments. In the early part of this century it was considered 
that all that was necessary was to administer bicarbonate of soda, or chalk, 
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or both, and it was assumed that the neutralization of acid, which had been 
shown to take place in the test tube, would give an equally lasting effect in 
the stomach. Later, when interest was taken in the physiology of gastric 
secretion, it was shown that the com- 
mon alkalis in use were of little value 
the neutralizing effect was short- 
lived, and there was often an acid 
rebound. ‘The next few years were 
devoted by physicians and manu 
facturing chemists to the search for 
more ettective antacids which would 
not, even in large doses, produce 
alkalosis l‘his led to the popularity 
of magnesium trisilicate and, later, 
aluminium hydroxide in gel form 
Again the im vitro experiments were 
most impressive and it was believed 
that the answer had at last been found 
in that with these substances the acid was adsorbed, but there was no true 
B French and | 


n full 


neutralization and therefore no danger ol alkalosis | 
(Douthwaite, 1939) investigated the problem by giving these drugs 1 
doses and observing the etfect on the fractional test meal 


In the accompanying charts relating to the same patient (fig. 1 


will be seen that magnesium trisilicate and aluminium hydroxide gel have 
the most transient effect, and given in this way must therefore be useless 
Alstead (1954), writing of magnesium trisilicate, declares that ‘the admini- 


stration of 1 to 2 g. every two hours usually suffices to abolish hyper 


chlorhydria’. Later he writes that ‘a reduction of gastric acidity can be 
achieved satisfactorily by giving the B.P.C. gel of aluminium hydroxide in 
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doses of 8 ml. every two hours’. Now this may be perfectly true im vitro, and 
indeed in the human stomach, provided that the acid output and total 
gastric secretion are not too high. Patients with duodenal ulcer, however, 
do produce a large volume of highly acid secretion both day and night. 
Figures 4 and 5 show how utterly inapplicable such treatment is in duodenal 
ulcer. It will be seen that its effect is transient even in large doses——much 
larger doses than those which are commonly employed. This brings us back 
to the all-important point that, with duodenal ulcer at any rate, the stomach 
almost invariably empties very rapidly in the absence of stenosis. It is not 
uncommon, for instance, for all the barium to have left the stomach within 
half-an-hour. No matter how good the antacid, it is clear that its effect must 
be transient, and either fairly large doses must be taken frequently, or some 
other method of administration must be devised. ‘This led to a reconsider 
ation of the value of milk drip—a form of treatment which has been practised 
by certain physicians for many years. Milk drip almost always eliminated 
the pain of ulcer within two days of starting its flow. It was thought that 
here perhaps was the ideal buffering agent and that treatment for an in 
patient was clearly to be by this method. Experiments which I did (Douth 
waite, 1947) suggested that, in fact, the neutralization was remarkably 
complete, but I realise now that my results were not trustworthy because 
the method of collection of samples was faulty 

‘To test the efhcacy of any preparation, it is essential that the entire 
gastric contents should be emptied, that a portion be removed for analysis, 
and that the rest be returned through the tube into the stomach. If this is 
done it is found that milk is anything but an antacid: in fact, it is quite a 
powerful acid stimulant. 

Using this method we (Douthwaite and Hunt, 1950) found that the 
stimulus of secretion by milk drip was almost as effective as the usual dose 
of histamine when given as a test of gastric secretion. It is true that on con 
tinuous milk drip fluctuations of acid occur from time to time, but the 
general effect is not entirely satisfactory (fg. 6). How then is it that milk 
drip relieves pain? No doubt it does so mechanically in that it forms a coating 
of milk, or possibly milk curd, over the surface of the ulcer. 


COMPRESSED MILK AND ALKALI TABLETS 
In 1932, Winkelstein wrote on the efficacy of continuous intragastric milk 
and alkali drip. It seemed to me therefore that the problem might be solved 
by making a tablet of compressed milk and alkali of such consistency that 
its sucking would allow small quantities to trickle down into the stomach 
every time the patient swallowed, thus exerting a continuous antacid action 


Of various formule considered, the one which proved effective was com- 


posed of magnesium trisilicate 3.5 grains (0.23 g.), magnesium oxide 


grains (0.12 g.), calcium carbonate 2 grains (0.12 g.), magnesium Ca! 
bonate 0.5 grain (0.03 g.), combined with 40 grains (2.6 g.) of solids from 


~ 
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whole milk, in compressed form (‘nulacin’). ‘The results were remarkably 
consistent and encouraging. 

At first the tests were carried out with the ordinary gruel test meal 
(Douthwaite and Shaw, 1952) because this is, and has been for many years, 


the basis for comparison. ‘The accompanying chart (fig. 7) shows that so long 


as these tablets are held in the mouth, free acidity is depressed and, in fact, 
may disappear completely. ‘That the effect was not due to saliva was proved 
by the use of dummy tablets. In all, 45 patients have been subjected to these 
tests and the reaction to the tablets has been strikingly similar. Subsequent 
experiments (Douth- 
waite and ‘Thorne, 
1954) On patients who 
were taking an _ or- 
dinary mixed, but 


+ 


minced, diet showed 


a oo 


that this method of 
Bae ae 
| 


administering ant- 


* -— #— +— +— + -+ 


acids was highly etfec- 


SS eS ee 
tive in producing an 
optimum degree of Po ae 
neutralization. 

Various other sub- 
stances were tried in 
the same way and 
their effectiveness or failure seemed to depend largely upon the consistency 
of the tablet. It must break down slowly in the mouth, but not too slowly 
to release sufficient active ingredient, or too quickly lest the antacid suffer 


the fate of the traditional pow ders described earlier (fig. 8 and g) 


ALUMINIUM GLYCINATI 
Encouraging results have been obtained from the use of a tablet designed for 
slow disintegration containing aluminium glycinate 0.9 g., and magnesium 
carbonate 0.1 g. (‘prodexin’). ‘The purpose behind its use lies in the belief 
that the aluminium hydroxide, combined with the amino-acid, glycine, will 
result in immediate and prolonged buffering. It is considered that aluminium 
hydroxide is inhibited in its antacid action by the presence of pepsin, 
whereas a combination of aluminium hydroxide and glycine forming some 
loose compound which we will call glycinate is not so inhibited. Probably 
the glycine protects the aluminium hydroxide and enhances its action, and 
it possibly buffers at a low pH up to 2. A pH of between 1 and 2 is common 
with duodenal ulceration (fig. 10), and at pH’s higher than this the alu- 
minium hydroxide is the more important component. Be that as it may, 
the accompanying graphs (fig. 11, 12, 13) show that this combination or com- 


pound is effective. Similar results have been obtained in 12 patients with 
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duodenal ulceration. Whereas, with the alkaline tablets (‘nulacin’), the total 
acidity and the free acidity fall together, with aluminium glycinate there is 
true buffering, the free acid falls to zero whilst the total acid climbs—that is 
to say, the acid is there but it is held and is ineffective and will not be re 
leased until it is passed into the intestines. There ts, of course, no danger 
of alkalosis. 

As with the alkaline tablet, this product has been tested on patients with 


duodenal ulcer taking gruel, no food, and ordinary food. Its action is more 


profound when the stomach is empty or contains gruel than when it is full 


301 + 


of secretogogues but, as the dangerous period in respect of ulceration is 
when the stomach is fasting, this observation does not detract from its value 

The control of gastric acidity during the waking hours has thus been 
achieved by the use of slowly disintegrating antacid tablets. It is important 
to remember that they should not be actively sucked. ‘The tablet should lie 
in the sulcus between the lower jaw and the cheek. ‘Iwo to three an hour are 
needed to provide protection. ‘They should be used habitually between 
meals, not only during a phase of ulceration in the sites mentioned at the 


beginning of this article, but also as preventives of further attacks 


NIGHT CONTROI 
Adequate control of night secretion is the last remaining problem. We have 
not as yet discovered a drug with prolonged action which will reduce 
the concentration of acid in the gastric juice. ‘There are, however, 
drugs which will block psychic secretion and which will reduce the 
volume of the gastric secretion. Belladonna and hexamethonium reduce 
the force and frequency of gastric peristalsis and tend to slow the 
emptying rate of the stomach (Douthwaite, 1947; Douthwaite and ‘Thorne 
1951). Hexamethonium has a pronounced effect in arresting move 
ment of the duodenum and jejunum. It has but little effect on food- 
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induced gastric secretion, but lowers nocturnal acidity. ‘lo obtain rest of 
the stomach and duodenum during the night, with reduction of the total 
amount of acid to be neutralized, is advantageous. Thus, a single large 
dose of antacid will be likely to be effective for two to three hours 
Methantheline bromide (‘banthine’), 

with an antispasmodic action similar 

to that of atropine, has a distinctive 

action in reducing gastric secretion 

induced by food (Oerink, 1954). 

There is only a slight fall of acid 

concentration, however, so it is not 

suitable alone. 


SUMMARY 

(1) The neutralization or buffering 
of gastric hydrochloric acid is effec- 
tively carried out only by the use of 
slowly dissolving tablets held in the 
mouth between meals. 

(2) Belladonna alkaloids, preferably 
l-hyoscyamine sulphate, 0.5 mg. 
twice daily, enhance the action of the buffering tablets by reducing the total 
amount of acid to be rendered inert, and by preventing sudden outbursts 
of psychic secretion. 

(3) Methantheline bromide does not prevent vagal secretion, but does re- 
duce the total quantity of food-induced gastric secretion. 

(4) Hexamethonium bromide, 75 mg. intramuscularly, should be given 


by injection nightly. Apart from its specific action, it will enhance the effect 


of 20 ml. aluminium hydroxide gel given at the same time. 
(5) This treatment should continue throughout the autumn and winter 
of each year. In the summer it may be limited to tablet-sucking only 
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TEAM WORK IN 
THE TREATMENT OF ALCOHOLISM 


By LINCOLN WILLIAMS, M.R.C.S., L.R.C.P. 
Vedical Director of The Hall, Harrow Weald 


Every medical practitioner is aware of the problem of chronic alcoholism 
the suffering it causes its victims and the difficulties of treatment. Moreover, 
he is aware of the many so-called alcoholic ‘cures’, some of which have 
enjoyed a fleeting reputation, only to be forgotten or discredited. In their 


wake they have left an unwholesome apathy on the part of all authority, a 
confusion of thought and practice and an unjustifiable pessimism which 
envelops the patient, his doctor, his family, his employer and his friends 

Very few reliable statistics on the problem have been published in this 


country. Furthermore, since no two alcoholics are the same, we are handi- 
capped by the lack of a defined common etiology for excessive drinking. In 
the main there has been a tendency on the part of medicine to take the view 
that the condition is self-created and therefore pretty hopeless, not to say a 
waste of precious time and of physicianly skill. There are many moderate 
social drinkers among our fraternity today who regard the alcoholic with 
contempt and deride him for his weakness. It is revealing to listen to the 
testimony of some members of Alcoholics Anonymous who, with possible 
justification, harshly criticize their doctors for lack of sympathy and 
understanding 

Although to some the concept of alcoholism as a disease is ‘news’ today, 
it has been known to science for well over 150 years. ‘The first scientific 
treatise defining alcoholism as a disease in itself, diagnosing it and dissecting 
it, and discussing methods of treating it, was written, in 1778, by a young 
English physician named ‘Thomas Trotter. It received such favourable com- 
ment that he was awarded a gold medal by the British Humanitarian Society 

To understand the alcoholic and to win his confidence and cooperation 
one must first understand his needs which can be assessed under five separate 


headings 
HIS PHYSICAI NEEDS 

A thorough physical examination is essential to differentiate between organic 
disease directly attributable to excessive drinking, and disease resulting from 
causes other than alcohol. Persistent physical disorders are strong pre- 
disposing factors in alccholism. ‘The risk of overlooking somatic contribu- 
ting factors cannot be overemphasized. 

In the last decade various methods of physical treatment of the addiction 
itself have attracted considerable attention. Among those in current vogue 
is the conditioned-reflex treatment commonly known as ‘aversion treatment,’ 


introduced by Voegtlin and Lemere of Seattle (1942). ‘This method con- 
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sists in the attempt to establish a distaste for alcoholic beverages by associat- 
ing their taste with nausea and vomiting induced by emetine. ‘The treatment 
takes place in a darkened room. On a table in front of the patient various 
bottles are spotlighted by a light from behind the bed. During treatment the 
patient is given a certain amount of suggestion stressing the need for per 

manent sobriety and his ability to achieve and maintain it. As a rule about 
five to seven conditioning treatments are given, each longer in duration than 
the previous one. Thus treatment is calculated to induce an aversion to the 
sight, smell and taste of alcohol. Many workers have found, however, that 
patients who have never developed a true aversion have maintained sobriety. 
The conditioned reflex obviously is not the whole answer. It would appear 
that the physical debilitation brought about by aversion treatment seems to 
disrupt other aspects of the patient’s personality, resulting in a loss of 
tension and a total change of outlook. 

In this country, Dent (1941) uses apomorphine as a nauseant and emetic, 
and gives it in varying doses every few hours for several days, either orally 
or parenterally. He does not claim that apomorphine acts by producing a 
conditioned-reflex aversion, but it seems to remove the desire for alcohol 
Other physicians give intravenous infusions of insulin and glucose together 
with vitamins. Lecog (1948) gives intravenous infusions of curethyl which 
contains alcohol and liver extract suspended in isotonic glucose. According to 
Lecoq, alcohol given intravenously does not intoxicate but detoxicates 

A recent and most intriguing therapy is one described by James Smith of 
the New York Univ ersity, Bellevue Medical Centre. At this hospital alcoholic 
states are treated by intramuscular ACTH, on the theoretical assumption 
that the repeated stimuli of intoxication probably leads to adrenal exhaustion. 
There is no evidence that hormone therapy of this type, in any way, alleviates 
or relieves the craving for alcohol. 

‘Antabuse’ (sulfiram) was introduced by Jacobsen and Martensen- Larsen 
for the treatment of alcoholism; its chemical name is tetraethylthiuram di- 


sulphide. Under normal conditions, after alcohol intake acetaldehyde is 


formed by the ordinary process of oxidation. After treatment with ‘antabuse’, 
blood acetaldehyde is increased to a concentration five to ten times higher 
than when the same doses of alcohol are given to untreated individuals. 
When ‘antabuse’ has been given to a patient forty-eight hours before, on 
taking alcohol an intense vasodilatation of the face and neck develops, giving 
the patient a purple-red appearance; very characteristic is the vasodilatation 
in the sclere. ‘The pulse rate is increased to 120 to 140 per minute, and 
there is a smell of acetaldehyde in the breath; nausea and vomiting may 
occur later. ‘There is subjective dyspnea. Very disagreeable to the patient is 
a feeling of a ‘premature hangover’. In some cases, higher doses of alcohol 
result in dizziness and patients may become unconscious for half an hour. 
‘Antabuse’ is taken daily over several months and it is claimed that it pre- 
vents patients from further intake of alcohol. As in other forms of therapy, 
the sincerity of the patient is of paramount importance. Many, it not all, 
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patients complain of extreme lethargy and in my experience it is difficult to 
persuade them to carry on with this form of therapy for any length of time. 

Whichever physical method is adopted, success depends largely upon the 
patient's genuine wish to recover. He may not at first believe recov ery to be 
possible, and for this reason it is important that, as soon as possible in the 
early stages of treatment, he should meet and talk with former patients who 
have remained totally abstinent. Very important too is the correction of 
dietary deficiences which should be fortified by the administration of a 
liberal supply of vitamins. Gould (1954) has demonstrated that the injection 
of vitamin B in enormous doses has remarkable effects in the rapid de- 
toxication of a patient and in the cure of delirium tremens. A healthy body 


is more likely to induce a healthier mental outlook. 


HIS PSYCHOLOGICAL NEEDS 

Following the physical examination the next diagnostic measure is to deter- 
mine the pre-alcoholic personality of the patient. ‘This should present no 
great difficulty and requires no extensive psychiatric training. Four types of 
compulsive drinkers may be recognized 

(a) ‘The alcoholic with a good personality 

(b) The alcoholic with an underlying neurotic personality. 

(c) The alcoholic with an underlying psychotic personality. 


(d) The alcoholic with an underlying psychopathic personality. 


‘The fundamentally well-adjusted normal alcoholic, whose drinking habits 


have become excessive under the influence of factors largely outside himself, 
stands a very good chance of remaining totally abstinent and making a 
successful come-back to life. ‘The neurotic alcoholic, on the other hand, was 
profoundly maladjusted to life long before he began drinking. His drinking 
pattern was largely determined by endogenous factors. He requires much 
longer supervision and support and, accordingly, his chances of remaining 
sober are much more precarious. He presents a complex problem to the 
psychotherapist who, if he is to be successful in his approach, must himself 
be a warmly human person. The less satisfactory recovery-rate among 
neurotic drinkers does not underline that, for their own sakes, neurotics 
must receive treatment differing in type and duration from that of the 
better-adjusted alcoholics, lest comparison deepen their neurosis. 

In recent months | have seen the anxiety-tension states experienced by 
so many who fall into this category dramatically relieved by using sub- 
convulsive electrostimulation (SCES) following Conachy’s technique (Pater- 
son and Conachy, 1952). If one removes recurrent tension, the insistent 
demand for alcohol is relieved, since alcohol, we must acknowledge, is a 
sedative and not a stimulant. Moreover, patients who return at regular 
intervals for SCES feel that there is a continuum of interest and support 
being shown in their individual illness 

The alcoholic with an underlying psychosis requires treatment for his 
mental illness in a mental hospital, and not for his superadded alcoholism. 
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About ten per cent. of alcoholics develop a psychosis directly attributable 
to alcoholism. 

Drink and the psychopathic personality seem to have a great affinity. 
The psychopath is never sincere, denies that his drinking is a problem 


despite obvious evidence to the contrary, and accepts no blame for the 


various misfortunes which befall him and which he brings down on others. 
To the despair of his family, he displays a curious ingratitude for the many 
efforts, indeed the many heavy sacrifices, repeatedly made on his behalf. 
Some refer to him as a delinquent drunk. The high incidence of psycho- 
pathy among alcoholics (Williams, 1952) and the inevitable failure which 
attends their treatment are largely responsible for the all too prevalent view 
that every alcoholic is a hopeless moral failure worthy only of punishment 
It is surely unfair to the alcoholic of good previous personality that he should 
be confused in the public mind with the psychopathic social misfits who 
flaunt themselves in the magistrate’s courts. 

The value therefore of a personality diagnosis is that it will assist the 
practitioner to select the therapy most likely to benefit the individual. In my 
experience the best results are obtained from a programme which embraces 
a physical disruption of the drinking pattern, and psychotherapy to deal with 
the maladjustments, followed by a routine follow-up in conjunction with 
group therapy. 

HIS ENVIRONMENTAL NEEDS 

The patient’s family must be encouraged to accept the concept of alcoholism 
as an illness. ‘This helps to eliminate all bitterness and to allow the patient 
to start afresh, free from nagging, suspicion and distrust. ‘The work of 
Alcoholics Anonymous is particularly helpful in reorientating the patient 
in his home life. His environmental needs, however, involve not only his 
home life but his occupation and vocation as well. The psychiatrist may 
advise a change of occupation, for many alcoholics can be typical square pegs 
in round holes. I have found it just as imperative to instruct the immediate 
contacts of the patient—family, social and business—in the nature and com- 
plexities of the illness, as it is to instruct the patient himself. This does, of 
course, entail extra work but is justified by the results obtained. Many 
alcoholics hold responsible positions in industry, and employers are reluctant 
to dismiss them for they cannot easily be replaced. The fundamentally 
normal alcoholic may have many productive years ahead of him. ‘The pos- 
sibility of his successful rehabilitation, as opposed to his dismissal, should 
appeal to industrial management for it means that economic loss can be 
avoided, and in many cases turned to gain. 


HIS SOCIAL NEEDS 
Since it is imperative for the compulsive drinker to live the remainder of his 
life without alcohol in an environment of social drinking, the void thus 
created must be filled by a positive aim and purpose in life, and this is best 
achieved by membership of a sociotherapeutic group, such as our dining 
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club, the Renascence Group, which meets regularly at a London hotel 
Identification with other members of a group who are essentially like him- 
self, helps to overcome the overwhelming sense of isolation and loneliness 


experienced by most alcoholics. Friendly discussion helps to eliminate 


harmful reserve and a sense of shame. Within the group, the patient so long 
the victim of social ostracism, develops gradually a sense of belonging, a 
one-ness with the family. His need to remain sober is constantly reinforced 
by the verdict of the group who have learned how to handle the problems 
and temptations which the alcoholic is bound to encounter in his day-to-day 
existence. 
HIS SPIRITUAL NEEDS 

Last, but by no means least, the alcoholic will need the help and the true 
charity of those who profess the way of God. He will find that a disciplined 
‘stone cold’ sobriety is hardly enough. Something will have to come from 
his inner self. Part of the Alcoholics Anonymous programme of recovery 
stresses the ‘A.A. way of life’ based upon the acceptance of a Power greater 
than themselves. Professor Levy (1951) says: “The scientific approach by no 
means excludes the moral. On the contrary, the approaches are com 
plementary, and medicine should regard moral suasion in the same way as 
moral suasion considers scientific knowledge, namely, as an ally in the 
common task. If the clergy can successfully persuade a person indulging 
in too much drink to regard this as an evil from the moral point of view, and 
if his will-power is not yet sufficient to seek advice and treatment from a 
doctor or psychiatrist, moral suasion has initiated the first step towards the 


application of modern science to the alcoholic’ 


SUMMARY 

Such a plan as | have outlined, which embraces the physical, psychological, 
environmental, social and spiritual needs of the alcoholic, must of necessity 
call for constructive teamwork between medicine, Alcoholics Anonymous, 
the Church, industry, and those willing to mobilize resources for the en 
lightenment of public opinion. The prime requisite for the conquest of 
alcoholism is knowledge and the unreserved acceptance of it as an illness 

The problem of chronic alcoholism calls for further research and for the 
establishment of increased hospital facilities or, better still, special clinics for 
the alcoholic. When that day comes we can look forward hopefully to the 
successful rehabilitation of the alcoholic and to the prevention and scientific 
treatment of alcoholism. 
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PRESCRIBING COSTS IN 
THE NATIONAL HEALTH SERVICE 


By R. S. C. FERGUSSON, M.B., Cu.B. 
Lochinver, Sutherland 


Its subject is of perennial interest to authorities and practitioners alike, 
and the need for economy in prescribing is constantly being stressed. Since 
the Cohen Committee published its classification of proprietary medicines, 
the Department of Health for Scotland has drawn attention to the difference 
in cost between standard and proprietary medicines in the hope of achieving 


economies. 


RELATIVE COSTS OF PROPRIETARY AND STANDARD DRUGS 
‘Two communications in particular repay examination, and this short article 
deals briefly with them in broad outline. The first list (issued in March 
1953) contains 118 items, and is entitled ‘Comparative prices of the more 
commonly prescribed proprietary medicaments and the equivalent drug’ 
The second (November 1953) contains 346 items, and is called ‘Costs of 
some commonly prescribed drugs’; it is fuller than, and is intended to 
supersede, the first list. ‘he two lists are based on periods at least six months 
apart and contain 88 items in common. In table 1 the lists have been analysed 
to show the approximate number of proprietary drugs costing more than, 


less than, or the same as, equivalent standard preparations 


Proprietary drugs costing 
More than standard 30.3 
Less than standard ; 


o standard equ valent 


Same as standard 30 
| 


| 
Lo ocean pant 





Relati osts of proprietary and equivalent standard drugs 


‘This shows that there is a number of proprietary preparations in both 
lists which cost the same as the standard ones; that there is a number of 
proprietary preparations in both lists actually cheaper than standard pre- 
parations; and that the number of proprietary preparations costing less than 
the standard ones has almost doubled, whilst the number costing more has 
almost halved, in the six months between publication of the lists. 
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In table 2 the 88 items common to both lists are compared, to show the 
relationship between the cost of proprietary and of standard preparations 
This indicates that the proprietary medicines are either falling in price or 
else not rising as much as the standard equivalents, and that the position 
fluctuates from time to time, as shown by the small group of proprietaries 


which, previously less, now cost more than the standards. (‘Anethaine’ 


powder, ‘atophan’ tablets, ‘corvotone’ ampoules and DOCA ampoules are 


the four concerned.) When the fifty-one items in which the relationship 
was unaltered are examined to assess any difference in the proprietary-to 
standard cost ratio in the two lists, it is found that, although there has been 








— 

Proprietaries, d 1 Lis but now cheaper 
equivalent 

Proprietaries, cheaper i ist 1, but now dearer 1 
equivalent 

Relationship unalt ( in each list (prop 


standard) 


TasLe 2.—Comparison of relative costs of proprietary and eq 


in March 1953 and November 1953 


a general rise in cost of both proprietary and standard drugs, the standard 
drugs in list 2 now cost three-quarters of the price of the equivalent pro 


prietary, whereas, on the average, they had cost only one-half in list 1 


COMMENT 

It will be evident that economy and the religious prescribing of standard 
drugs do not necessarily go hand in hand, and this may become increasingly, 
noticeable if present trends continue. Although the majority of standard 
drugs are cheaper than their proprietary equivalents, this is not invariably 
the case and even when there is a difference in price it is muc h less than it 
was. ‘lhe position may alter several times in a short period, as is illustrated 
by the small group of four in table 2 in which the proprietary was cheapet 
and is now dearer 

‘That the position does alter rapidly is shown by the fact that the De part 
ment of Health for Scotland has to issue a revised price list monthly for the 
Drug ‘Taritf, and this applies to standard drugs and appliances only. ‘lo keep 
really up to date, a price list would have to be issued monthly by each of the 
drug houses, and the labour and cost involved in ensuring that the cheapest 
preparations were always prescribed might well be out of all proportion to 
the economy achieved. There is, too, the added problem of the dispe nsing 
practitioner who might buy what was the cheaper drug at the time, only to 
find that it was the dearer when he actually dispensed it, or vice versa 

Since the publication of the Cohen Committee’s report it would appear 
that many of the proprietary firms have either cut, or slowed down the rise 
in, the cost of their products, and this may help to reduce the cost a little, 


irrespective cf whether a standard or proprietary preparation is prescribed 
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With the pharmaceutical service accounting for little more than 10 per 
cent. of the total cost of the Health Service, little saving can be expected 
from it in this way and, although ‘every little helps’, some more fruitful 


source of economy must be sought. 


SUMMARY 

(1) ‘T'wo official lists comparing the cost of standard and proprietary drugs 
are examined. 

(2) The number of proprietary drugs which are cheaper than their 
standard equivalents is increasing and there is now less difference in cost 
between proprietary and standard preparations. 

(3) The relative position of standard and proprietary drugs as regards 
cost varies, so that no hard and fast rule can be laid down as to which should 
be prescribed, and it would be far too costly and laborious to ensure 
absolute economy with every prescription. 

(4) The difference in price between proprietary and standard drugs seems 
to be less than it was, which should in itself effect a small economy. 

(5) The pharmaceutical service is financially too small a part of the 
National Health Service to be productive of major economies in the Service. 


I wish to express my thanks to Dr. James Ronald, Consulting Physician, Inverness, 
for his encouragement and advice in the preparation of this article. 


TWO CASES OF HYPERNEPHROMA OF THE KIDNEY 
By M. H. FRIDJOHN, M.D. 


Kingston-on- Thames 


HyYPERNEPHROMA of the kidney is a comparatively rare condition in general 
practice. The salient clinical features are expressed by the triad: pain, 
tumour and hematuria. Sometimes one, two or all features may be present 
On other occasions the only indication of a primary growth may be mani- 
fested by the presence of metastases. Hypernephroma commonly meta- 
stasizes to the lungs, liver and long bones, but secondary deposits may be 
found in any organ of the body. The following two cases were seen in my 


practice within a period of three years. 


CASE RECORDS 
Case 1.—In December 1948, a girl, aged 28, consulted me complaining of 


progressive loss of weight over a period of six months. In addition she was 
suffering from a slight cough. These were her only symptoms. I examined 
her chest very carefully and found no abnormality. An x-ray of her lungs 
(fig. 1) showed the presence of multiple small opacities in both lungs, which 
were highly suggestive of carcinoma. A further examination revealed the 
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presence of a small swelling about the size of an orange in the left loin. She 
was unwilling to attend hospital for investigation and I continued to visit 
her at home. About three weeks after my original examination she developed 
hzmaturia which continued for several weeks, at the end of which time she 
died from broncho- 
pneumonia. As permis- 
sion to periorm a post- 
mortem examination was 
not granted I was unable 
to confirm my original 
diagnosis of hyper- 
nephroma of the left 
kidney. 
Case 2 In July 1951, 
a man, aged 74, came to 
see me complaining of 
an abdominal swelling 
which had become ap- 
parent during the pre- 
vious month. He was 
also suffering from pro- 
gressive dyspnoea and 
had a non-productive 
cough. He had lost about 


10 Ib. (4.5 kg.) in weight Fic. 1.—X-ray of lungs showing multiple 
in both lungs 
during the previous few 
months. ‘There were no symptoms referable to the urinary tract, or any 
history of hamaturia. 


In the neck, a small hard gland was palpable in the posterior triangle of the right 
side. ‘I'wo discrete hard glands were palpable in the left axilla. ‘There was no evidence 
of lymphadenopathy elsewhere. Some distended veins were visible in the abdominal 
wall. A large, hard, ovoid mass was felt on the left side of the abdomen extending 
from under the costal margin into the left iliac fossa. The surface was uniformly 
smooth. The anterior edge extended to the midline and a distinct notch was palpabk 
at the junction of the upper two-thirds and lower third. The lower pole of the 
tumour was well defined, the upper pole was impalpable, whilst the posterior border 
could not be felt at all. ‘The tumour was fixed and did not move on respiration. ‘The 
liver was not enlarged and there was no evidence of ascites. There was no cedema of 
the lower extremities. In the cardiovascular system there was evidence of arterio 
sclerosis and the heart was enlarged. The blood pressure was 140/80 mm. Hg 
Examination of the chest revealed stony dullness on percussion of the left base, with 
absent breath sounds on auscultation. The percussion note was impaired at the right 
base, air entry being diminished. Rectal examination revealed an enlarged prostate 
‘The urine was normal. There was no abnormality of the central nervous system. 


\s a result of my findings, I concluded that the patient was suffering from 


lymphadenoma, giving rise to splenomegaly and a pleural effusion 


An x-ray of the chest revealed bilateral pleural effusion, and collapse of the right 
lung base. An opacity, ?arising in the upper mediastinum, was seen just below the 
left clavicle. ‘The heart was enlarged, with atheroma of the aorta. ‘The radiological 
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diagnosis was—possible mediastinal enlargement in hilar region ?lymphadenoma 
The following investigations were carried out 
Blood count 
R.B.C’s 5,020,000 per c.mm. Hb. 98 per cent 
W.B.C’s 15,000 per c.mm 
Polymorphs S2 per cent 
Lymphocytes 114 per cent 
Large hyalines 6} per cent 
Colour index 0.98. E.S.R. 42 mm. in first hour 
Sputum.—No'T.B. seen 
Pleural fluid.—Straw 
coloured. No growth on 
culture No malignant 
cells seen 
Blood urea 40 meg 
per cent 
Urine No abnor- 
mality detected No 
growth on culture 
Biopsy of the lymph 
gland in the neck.—Car- 
cinoma with the structure 
of a hypernephroma 
The report on the intra- 
venous pyelograms read 
as follows:—The kidneys 
excrete without delay 
The right kidney appears 
normal. The left pelvis 
and calyces are distorted 
and flattened by the upper 
end of the tumour. The 
appearances are consistent 
with hypernephroma. So 
far as can be seen the 
bladder is normal 


By the end of July 
the patient had de- 
veloped ascites, with 
cedema of the feet and 
legs. The pleural 
effusion on the right 


, side had now increased 
Fic. 2.—Macroscopic section of left kidney showing mas- 
sive destruction. to such an extent that 


he had become ex- 


tremely orthopneeic, and it was found necessary to remove two pints (1 litre) 
of fluid to afford him relief. In addition, 2 ml. of mersalyl were injected 


intramuscularly each day and this promoted sufficient diuresis to control the 
anasarca for the next month. During this period he was reasonably com- 
fortable and took his food quite well. He had no urinary symptoms, nor was 
there any evidence of hematuria. In the early part of Septem- 
ber he had a recurrence of his respiratory distress and, as the 
effusion in each lung had again increased, about two pints (1 litre) 
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of fluid were removed from alternate lungs twice a week for the 
next six weeks. The 
abdominal tumour now 
appeared to be more 
prominent and could 
be seen as a definite 
protrusion. It had be- 
come much larger and 
more irregular in out- 
line. On the anterior 
surface, which had been 
at one time smooth, 
hard nodules could be 
felt. ‘The contour of the 
‘notch’ had now given 
place to a hard swelling 
the size of a tangerine. 
On the left side of the 
neck, several hard 
glands were palpable. 
Early in October his 
condition began to de- 
teriorate and he refused 
all solid food, taking 
only liquids. His de- 
cline was rapid and he 
died on October ro. 


a eed asd 5. 


During the entire Fic. 3 Microphotograph of left kidney, showing a central 


area of necrosis which appears to be surrounded by 


1e : > 
period of his illness malignant cells. Here and there remains of glomeruli 


there Was never any can be seen in varving degrees of degeneratior x 15 
° approx 

evidence of hematuria. "PI 

Post-mortem findings The essential finding re foll : 
s IS. s < gs were as Tolows: 


The left kidney was enormously enlarged and weighed 6 Ib. (2.7 kg.). On ruptur- 
ing the capsule about two pounds of thick brown necrotic material exuded. On 
section, about one inch of the lower pole of the kidney remained distinctive. The 
rest was replaced and swollen by irregular masses of tumour (fig. 2). ‘There was no 
intravascular growth along the renal vessels, but a mass had grown out of the kidney 
hilum to surround the renal vessels. In at least one place it had grown into the renal 
vein. A large tumour mass replaced the left suprarenal. ‘The pancreas appeared to be 
extensively infiltrated by a mass which extended behind the stomach and 
omentum and in front of the lower aorta and inferior vena cava. There were some 
very small deposits in the capsule of the liver and these were beginning to infiltrate. 
The right kidney appeared normal. There was a large tumour mass in front of the 
great vessels in the superior mediastinum and in the right anterior triangle of the 
neck. Invaded glands were also present in the left side of the neck. In the heart, 


le SSCT 


there was a large intra-pericardial tumour deposit at the upper surface around the 
aorta 

On microscopic examination of the left kidney (fig. 3), most of the parenchyma 
was seen to be replaced by fibrous tissue 
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The post-mortem diagnosis was carcinomatosis, secondary to renal 


adenocarcinoma. 
DISCUSSION 
The difficulty in diagnosing this case lay in the fact that of the triad of 
symptoms suggestive of renal neoplasm, only the tumour was present and 
this, on initial examination, simulated splenomegaly. The configuration of 
the swelling was similar to an enlarged spleen and even the presence of the 
‘notch’ was so distinctive as to mislead. It was not until the biopsy of the 
lymph gland that a diagnosis was determined and this was confirmed by the 
pyelogram. It is interesting to note that, in spite of the extensive renal 
destruction on the left side, the pyelogram showed that both kidneys were 
excreting without delay. 
I am indebted to Dr. Stark Murray and Dr. J. Lees, of the Pathological Depart 
j 


ment, Kingston Hospital, for the assistance they have given to me in this case and 
also to Dr. S. Reynolds for his radiological reports 


UNDULANT FEVER IN GENERAL PRACTICE 


By R. W. 'T. MASON, M.B., Cu.B 


Grange-over-Sands 


THE reason for writing this article is to describe two cases of undulant fever 
which were diagnosed in general practice, and later confirmed by serum 
agglutination tests, and thereby to promote an awareness of this disease 
which can produce chronic ill health. Both these cases were diagnosed on 
the histories alone, and it is proposed to describe these histories in detail 
and compare them, in the hope that a symptom complex may emerge which 
will be of help in suggesting the possibility of undulant fever when a general 
practitioner is faced with a case of continuing malaise, without an obvious 
cause, 
CASE RECORDS 

‘The first case was a married woman of 45 years of age, who came to Grange 
over-Sands to recuperate in 1951. 


She had complained of mild recurring attacks of pyrexia over the past fifteen 
months, and possibly since the latter weeks of her only pregnancy 4} years pre 
viously, when she was living in Penrith. She moved to Staffordshire eighteen months 
after the probable onset of these attacks Her second symptom was ot ‘general 
tiredness’ which would become most marked in the early afternoon. The third symp 
tom was a sore throat, which was first noticed in 1949; i.e., three years after the 
probable onset of the disease, and which persisted for several months, and was 
associated with an unproductive cough. During the time the throat was painful a 
cluster of small yellow spots could be seen on the posterior pharyngeal wall 

In 1950 a septic tooth was removed on account of pain, and later in the year the 
cervix uteri was cauterized, in the absence of signs or symptoms of a gynecological 
nature, in the hope of finding the cause of the continuing malaise. A second gynxco- 
logical examination in 1951 revealed no cause for the continuing clinical state charac 
terized by a recurring mild pyrexia of approximately 99.4° F. (37.2° C.), general 
tiredness, short episodes of ‘heart thumping’, ‘a choking feeling in the chest’, limp- 
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ness of the legs and a strong desire to rest. These symptoms would combine in vary 
ing degrees to produce a physical incapacity lasting from twenty to thirty minutes 
and occurring up to six times each day 

In 1951 a full medical examination was carried out, including an x-ray of the chest 
and blood tests. ‘The pyrexia was confirmed, but no diagnosis was offered to the 


patient. Later in the year pain which had persisted in the right ankle, following a 
sprain of the joint eighteen months previously, was investigated radiologically, to 
exclude a localized osteomyelitis as the cause of the pyrexia, but no evidence of bon 


infect‘on was discovered 

In addition to the illness already mentioned, the patient had the following medical 
history Whooping-cough at nine months; tonsillectomy in childhood: scarlet 
fever at 20 years; an ecight-months’ miscarriage at 24 years; pyelitis at 33 years 

During these past 4$ years, when she had probably been suffering from undulant 
fever, the patient had maintained her weight, looked fit and well; micturition and 
bowel rhythm had remained undisturbed, no jaundice had been noted, the menstrual 
cycle remained regular, menopausal vasomotor disturbances were absent, and sh« 
was able to manage the affairs of the family. ‘The only pain which the patient had 
felt during this time was of a vague intermittent character, situated inferior to the 
angle of the right scapula, and associated occasionally with pain in the region of the 


right shoulder tip 
During the last fourteen months of this 4 cat period th lowing vVmiptom 
complex had developed, and was occurring trequently every d exacerbation 
lasting twenty to thirty minutes 
) Heart thumpu wv 
) ‘Choking teeling m the chest 
3) Limpne f the legs 
(4) A strong desire to rest 
he patient found by experience that a small measure of whisk 
attacks gave her the most reliet 
Five months after the firm establishment of this symptom complex 
began to experience regular nocturnal sweats. A course of penicillin was g 
out success and was followed by a course of chloramphenicol, which prod 
marked improvement in her sense of well-being, and relief from the daily attacks of 
pyrexia. After the latter treatment she came to Grange-over-Sands to recuperate 
Clinical examination was negative ; the above history and the improvement in well 


] 


being following the course of chloramphenicol wave the clue to the diagnos! whicl 


was later cont d by agglutination tests 
Ihe second case, a male aged 37 years, is by trade a motor mechani 
whom I first saw in July 1952. 


lon in June 1953, he began to feel physically 


While in Lor 


reason, lost his appetite, and developed a sallow complexion and a « 


weeks later he noticed that on occasions he felt cold for several hours. ir spit t 
the weather being warm, and this feeling of coldness was associated with a strong 
desire to sleep. From time to time his face would feel ‘burning’ and the feet would 
me swollen and hot. On June 25 he came home and returned to worl 


for a week, still feeling tired and unwell. He noted that his tongue by this time had 


ache and bec 
become heavily furred, and prolonged reading was impossible on account 

print becoming blurred 

It was at this time that the patient first visited me 

and negative clinical examination, | considered the cz o be one of asthenia fol 
lowing a possible febrile upper respiratory infection. A phenobarbitone mixture was 
prescribed, and the patient felt much better. He returned to work for a further two 
months, when he again began to experience the feelings of generalized coldness 
which he described as ‘felt as if I had influenza’. The tongue became heavily furred 
again, a marked degree of tiredness and desire to sleep returned, along with the 
cough which he had experienced in June. On this occasion the possibility of un 
»y agglutination tests. While 


dulant fever was considered, and was later confirmed 


I 
discussing the case with the patient he volunteered the statement that he had not 
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felt really fit for several years, possibly since 1939, when he could recall symptoms 
similar to those experienced since June 1953 


DISCUSSION 
Similar characteristics in these two cases can be found on analysis: 

(1) Each offers a long history, in terms of several years, of vague ill health, 
followed after an interval of time by the development of a more characteristic 
symptom complex. 

(2) During these years each patient maintained a degree of health sufficient 
to enable him or her to continue at work. 

(3) Both experienced an illness characterized by exacerbations and re- 
missions. Disturbances of the heat-regulating mechanism of the body were 
present in both, and closely associated with this disturbance was a strong 
desire to rest and sleep. ‘The woman described her pyrexial attacks in terms 
of palpitations of the heart and a choking feeling in the chest; the man 
described his pyrexial attacks as ‘the face burning hot’ and the body feeling 
cold. Both complained of a dry irritable cough during this time, in the 
woman associated with a painful pharynx, and in the man with a heavily 
furred tongue. 

(4) The first patient knew that she had recurrent attacks of pyrexia, be 
cause she was in possession of a thermometer; the second did not realize his 
attacks of ‘coldness’ were due to pyrexia for the opposite reason, but the 
second consultation happened to occur during one such attack, and revealed 
a temperature of 99.5" F. (37.3° C.). 

It is suggested that the diagnosis of undulant fever be borne in mind when 
a patient gives a long history of vague ill health which may be self diagnosed 
as recurrent ‘colds’ or frequent attacks of ‘influenza’. ‘The general prac- 
titioner can only diagnose the condition from a thorough history, which is a 
necessity in the case of undulant fever; otherwise it is so easy to consider 
the case to be of a psychosomatic nature. As in the case of my male patient, 
the attacks of pyrexia may not be appreciated as such by the patient. 

A full clinical examination, along with those ancillary tests which can be 
conveniently carried out by a general practitioner, may not suggest the pos- 
sibility of undulant fever. Enlargement of the liver and spleen may not be 


present in every case, and it may be only from the history that the possibility 


of undulant fever can be appreciated. 

Since undulant fever is not compulsorily notifiable it is impossible to 
estimate the frequency of infection in different areas of the country. ‘This is 
unfortunate for several reasons, but particularly so from the point of view 
of the general practitioner who would be helped by the knowledge of the 
case incidence in his area. It has been reliably estimated that 15 to 20 per 
cent. of adult bovine cattle in this country are infected with Brucella abortus. 


In the preparation of this article I have received much help from the following 


articles 
Barrett, G. M., and Rickards, A. G. (1953): Quart. 7. Med., N.S., 22, 23 


Dalrymple-Champneys, W. (1950): Lancet, i, 429 
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HISTORICAL REVIEW OF COLLECTIVE INVESTIGATIONS BY 
GENERAL PRACTITIONERS 


In the development of the College we have been reminded of the efforts of 


our predecessors to found a similar organization. Digging into the past we 


have been rewarded by finding much instructive material, which may enable 
us to avoid some of the pitfalls of a hundred years ago 

Ihe idea of collecting information from a number of doctors was, so far 
as we can ascertain, first suggested by Heberden (1768). In 1775, Fothergill 
wrote a four-page broadsheet about the influenza prevalent that year in 
London, and circulated it to many of his doctor friends. ‘Their reports were 
collected and published. From that date, many attempts at collective in- 
vestigation were made. In 1837, information on various subjects was asked 
for in the forerunner of the British Medical Fournal—the Transactions of the 
Provincial Medical and Surgical Association. In 1847, an inquiry into the 
treatment of burns was instituted, and the replies were published fortnightly 
in that journal. ‘Thomas Hunt, in 1849, instituted an inquiry into the medical 
action of arsenic. ‘he responses to these various attempts were not altogether 
satisfactory, and it was not until 1880 that plans were made to collect 
information on a large scale 

In that year the British Medical Association set up a committee of seven 
to institute inquiries into disease and treatment. ‘his committee had as its 


chairman the P 


resident of the Association, George Humphry; it was a 
powerful and influential body, and it set about its work with zeal and energy 
Reports were published, in 1881 in the British Medical Fournal, and in 
1883 and 1884 as special volumes (Collective Investigation Record). Various 
subjects were chosen for investigation: the infectivity of tuberculosis was 
the first to receive a report. ‘This was followed by reports on the infectivity 
and the epidemic incidence of pneumonia, on chorea and heart disease, on 
acute rheumatism, and on diphtheria. ‘The method used by the committec 
was first to choose a subject for investigation and then to publish a short 
article on it giving reasons why certain points required special attention 
Cards were then issued through the provincial committees set up by 
branches of the Association. ‘The final reports were of considerable interest 
and the scheme seemed well on its way to becoming a successful part of the 
Association’s functions. 

When the International Medical Congress met at Copenhagen in August 
1884 it was addressed on the subject by Sir William Gull, and a committee 
was set up with representatives from many countries in Europe as well as 
from India, the United States and South America. The last two volumes of 
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the Collective Investigation Record were published in 1887 and 1888. In 
them were records of the chorea and acute rheumatism inquiries, and several 
long reports on old age and its diseases, and the causes of death. 

One thing stands out—the firm belief by many leaders of the profession, 
then, that many unsolved problems could be elucidated by careful inquiry 
among general practitioners. ‘hat is still our belief today. Why then did 
enthusiasm decline after that first attempt? It must have been due either to 
the choice of subjects or to the method of investigation. Some of the subjects 
chosen in the 1880 to 1889 decade were excellent; others were less suitable, 
without the same clear purpose behind them which had made the earlier ones 
so valuable. ‘The committee had begun to turn its thoughts to subjects not so 
easily investigated by individual practitioners. It may be that practitioners 
were asked to do too much. ‘Too many investigations were launched at 
once, and they often overlapped. Keenness waned. 

Here is a lesson for us in the planning of our College research: we must 
make our plans in such a way that we do not fall into the traps that ensnared 
our predecessors. We recognize that general-practitioner research has its 
limitations, and we intend to work within them. Our range of study can be 
extended by cooperation with colleagues in other fields of medicine, but 
we do not intend to undertake work which could better be carried out by 
others more suitably equipped than ourselves. We are deeply conscious of 
the limitation of the resources at our disposal. We cannot undertake research 
which is dependent upon intricate and expensive diagnostic aids 

A detailed study of these old investigations can yield valuable information, 
und guide us in the tasks we have set ourselves. We know that the material 
is there and that there are amongst us capable men and women willing to 
do the work. We have yet to discipline ourselves to struggle in the un- 
cultivated fields of general-practitioner research. ‘That these fields have been 
comparatively barren is due only to a lack of proper organization. One of 


the important functions of the College research committee is to sift and sort 


and weigh the value of the ideas submitted to it. ‘The committee, while 
giving consideration to all problems proposed, intends at present to accept 
only those which are practicable and seem capable of being solved in general 
practice. In this work the members of the Research Advisory Panel have a 
responsible part to play, and we are fortunate in having such an influential 


body of experts to help us. 
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GENERAL-PRACTITIONER RESEARCH IN SCOTLAND 
Each of the five Scottish Faculties has elected a research committee. ‘The 
Scottish Council also has a research committee, which is at present com 
posed of a convener, who is a member of the Scottish Council, and the five 
conveners of the faculty committees. ‘The main function of the research com 
mittee of the Scottish Council is to act as a liaison body between the research 
committees of the faculties and the research committee of the Council of the 
College. A representative of this committee will in future attend meetings 
in London of the research committee of the Council of the College. 

Since their for.nation, facul y research committees have been engaged in 
finding suitable subjects for inquiry and in preparing the necessary plans 
and documents. This work is time consuming, and is rendered even more so 
by the need for consultation with a number of expert advisers. Plans for 
almost a dozen inquiries, however, have now been considered in detail 
some are nearly ready, and the remainder should be ready soon. It will not 
be possible yet to launch all the schemes that have been prepared, and 
members will be given an opportunity of expressing their views as to which 
inquiries appeal to them. Each faculty will be given full details of schemes 
prepared by other faculties and, where suitable, will be invited to par- 
ticipate in the work either as individuals or as a faculty. 

A Research Advisory Panel has been formed on a national basis. Each 
member of this panel has also expressed his willingness to put his services 
at the disposal of his local faculty research committee; such an arrangement 
is necessary if the main direction of research work is to be at faculty level 
Much valuable advice and practical help have already been obtained. The 
following have agreed to serve on the panel in Scotland South-East Area 
Professor F. A. E. Crew, Professor L. S. P. Davidson and Professor D. M 
Dunlop; West Area: Professor S. Alstead, Dr. ‘IT. Anderson and Professor 
T. Fergusson; East Area: Professor I. G. W. Hill and Professor R. B 
Hunter; North-East Area: Professor D. Baird, Dr. D. P. Cuthbertson and 
Dr. J. Smith. 


C. M. FLEMING 


Convener of the Research Committee of the Council th leg 


PROGRESS REPORT 


The national morbidity survey All members of the central research register 
who live in England and Wales have received a letter which describes this 
survey, to be undertaken jointly with the Registrar General’s Department 
In order that the survey may be complete the convener of the research 
committee of the Council of the College in Scotland is discussing with the 
Department of Health for Scotland whether a comparable survey could be 
undertaken in Scotland over the same time period 


It is hoped that a group of a hundred members of the central research register will 
be formed, distributed according to a plan prepared by Dr. W. P. D. Logan, Chief 
Medical Statistician to the Registrar General’s Department, to ensure as close a 
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representation as possible of the population of the country. ‘he design of the in 
vestigation, and the build-up of the group, will be completed in the next few months ; 
and it is hoped that a trial run of the investigation will take place during the autumn 
The investigation itself may begin in the New Year, and will continue for twelve 
months. Methods of recording will be standardized and simplified as far as possible 
Coding and classification of the recorded information will be undertaken by the 
Registrar General's Department. The basic items of information to be recorded at 
each consultation or visit will be: the date and the diagnosis, with an indication of 
whether the consultation is ‘first’ or ‘subsequent’, and whether reference to hospital 
is made. Some of those taking part may also be asked to record occupations of 
patients when information is required on the relationship of occupation to ill health 


This investigation provides an opportunity for members of the College to 
make a valuable contribution to medical knowledge, of a kind which could 
not be obtained satisfactorily in any other way. It is regretted that, owing to 
the statistical design to which the study is keyed, it may be impossible to 
include all who wish to take part. Members of the central research register 
who wish to inquire further about this investigation are asked to write to 
the chairman of the research committee. It is hoped that the position of 
members of the central research register in Scotland may soon be made clear 


to them. 


Epidemic Observation Unit 
(a) Influenza.—The following is an extract of a letter from Colonel H. J. 
Bensted, Director, Central Public Health Laboratory, Colindale: 


“The incidence in this country of virus influenza has been low this year the 
only defined outbreaks of influenza have been those of A-prime in Braintree in 
February and round Berwick in March, and the cases of B in the Whitworth area 
near Manchester. The latter had a typical B pattern—little localized outbreaks in 
schools, ete 

I think that vour members should be encouraged to continue to be on the look- 
out even though we are not expecting anything much until later in the year’ 


(b) ‘Shere fever’.-Dr. Macrae has completed his virus studies on the 


specimens sent in from some of the original cases. A full report will be 


prepared, but the present position would seem to be that this condition is 
clinically recognizable and distinct from non-paralytic poliomyelitis. On last 


year’s experience we should look for cases between June and October. 


(c) Epidemic vertigo 
Dr. C. A. H. Watts, of Ibstock, writes (April 11, 1954) 


I had a further three cases which were typical and another three which were 
possibles. One local G.P. has reported seeing a case, but there has been no wide 
spread epidemic. | heard from Dr. Walford of Felsted, Essex, that he had been 
interested in the subject for some eight years and he had collected a series of some 
7O cases Another doctor from Great Yarmouth stated that his wife had had 
such an attack 

Dr. Duncan Yuille, of Hull, reported on March 8 that he had seen six 
cases of vertigo of sudden onset within a week, and a ‘yellow warning’ giving 
details was circulated to all members of the research register in the North- 
East England Faculty by Dr. R. B. Raffle. On April 4, Dr. Yuille sent the 


following progress report: 
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‘I have seen seven cases of what I take to be epidemic vertigo in my practice ir 
one month. All the patients were adult males between the ages of forty and fift 
years. Compared with other cases I have seen in the past, none of the present series 


was severely affected, and all were capable of work after a week to ten days. Two of 


the cases had a history of contact with similar cases at work, and a third reported 


that following his illness two other men working in the same office had suffered 


' ; 


from a similar complaint. The interval between cases appeared to be about a for 
night. No other members of the patients’ families were affect 


' 


The onset of the illness was invariably sudden, with vertigo accompani 
nausea, anorexia, sweating and bradycardia. Four of the cases were taken hom« 
work tn cars, a fifth began to feel ill on the bus going home and does not know 
he managed to get there, Vertigo was worse when standing or sitting 
pyrexia, nystagmus, past-pointing or spontaneous deviation in tl 
consider that sedation with phenobarbitone and the administration of 


had a valuable influence 

Obstetric survey in South-West England After discussion and consulta 
tion with the research committee of the College, it was decided to institute 
a faculty investigation into the practice of obstetrics in the area; and an 
obstetric survey committee was formed, consisting of Drs. E. B. Hicksor 
Ivor Cookson and A. E. de la ‘Tour Mallett. Mr. John Beattie, F.R.C.O.G 
of London, and Dr. E. M. Backett, of Queen’s University, Belfast (on the 
statistical side), have kindly offered to give their help 


During March an account of the design of this investigatior 


take part, was Cl lated to members of the facult Repli 


members of the lege in the faculty, and of those practising 


t 


agreed to participate in the investigation. ‘This \ I two parts 
concerning the pattern of the practice of obstetrics by 


Chat analysis card to be completed for each confinement. It is estin 


} ro 


| be recorded course of this sur 


five thousand confinements may 


continue for one year 
ANNOTATIONS BY MEMBERS OF THE REGIS 

EPIDEMIC VERTIGO (Dr. R. B. Raffle, South Shields. April 1954 

In our practice (8,400 patients) in the last two months we have seen six 
cases of this disease, all in adults—three men (aged 31, 40, 63) and three 
women (aged 32, 53, 63). Unfortunately, a single practice in a closely packed 
industrial community such as this, served by about forty practitioners, pro 
vides no opportunity of tracing the relationship between cases. ‘here was 
no contact history in any, and the disease appears to be of low infectivity in 
that there has not been more than one case in a household 

The principal clinical features were: sudden onset of vertigo (sometimes 
sufficiently severe to cause patients to fall), without pyrexia, but often with 
frontal headache, nausea, vomiting and bradycardia. Sweating and pallor 
were also observed. The duration was about five days, with or without 
treatment. During this time there were several recurrent attacks of severe 
vertigo, but these usually occurred only when the patient changed positior 
If he remained at rest in bed there was usually only a sense of unsteadiness 
and nausea 


Analysis of the vertigo left no doubt that its origin was either 
in the vestibular nerve or its central connexions. The evidence 
The rotatory nature of the vertigo; (2) the presence of phasi 
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easily elicited with the patient’s head in the erect position (patient either sitting or 
standing)—and with deviation of the eyes in the direction of the hallucinated move- 
ments. The quick phase of the nystagmus was in the direction of the hallucinated 
movement. There was no past-pointing or spontaneous deviation, although one 
patient complained of a sensation of forced movement of the head in the direction 
opposite to the hallucinated movement. In one case the direction of the vertigo and 
of the nystagmus both became reversed during the course of the illness. There were 
no symptoms referable to the cochlear nerve. This does not disprove the possibility 
of disease of the cochlea, for even in Méniére’s disease vertigo may precede other 
symptoms for years. On the whole, however, this dissociation argues in favour of a 
more central lesion—either a neuronitis or an affection of the vestibular nuclei, or 
medial longitudinal bundle 


The illness does not resemble such epidemic vertigos as Gerlier’s disease 
(Portmann, 1928) or the Japanese kubisagari, but it is similar in many ways 
to those cases described as ‘epidemic nausea and vomiting’ or ‘epidemic 
vertigo’ by Miller and Raven (1936) and Bradley (1943). In these epidemics 
the incubation period was usually two to four days, with limits of twelve 
hours and eight days. Presumably we are dealing with infection by a neuro 
tropic virus. Perhaps the ‘winter vomiting disease’ (Goodall, 1954) is a 
variant of this infection affecting the dorsal vagal nuclei rather than the 


vestibular nuclei or their connexions 


References 
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‘Q’ FEVER (Report from South-West England | aculty ) 

Within a few weeks three cases of an acute febrile illness were seen in one 
household at Wimborne Minster, Dorset. The salient features were as 
follows: sudden onset, high temperature (103° F. [39.4° C.]), prostration 
and mental depression, profuse sweating, oliguria (4 ounces [115 ml.] of 
urine in four days in one case), headache, neck rigidity, photophobia. ‘lwo 
of the cases developed lobar consolidation with productive cough. ‘The acute 
stage lasted six to eight days and was followed by marked asthenia. Venous 


blood samples were obtained from two of the three cases at approximately 


14-day intervals and were sent to the Public Health Laboratory, Colindale. 


They have now been reported upon as serologically positive for ‘Q’ fever. 

If members should see any similar case will they please contact their 
nearest Public Health Laboratory where advice can be obtained as to the 
taking of blood samples? ‘Those who have encountered cases are requested 
to communicate their findings to the research members of the boards of the 


faculties concerned. 


EPIDEMIC WINTER VOMITING (Dr. G. I. Watson, Peaslake) 

Infectivity and incubation period.—In his article on winter vomiting, 
Goodall (Brit. med. F., 1954, i, 197) was not impressed with the infectivity 
of this disease: of his 46 patients, 35 were the only sufferers in the household 
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During this year several opportunities have occurred for following the 


spread from case to case. For example 


Case 1 Between 10.30 a.m. and 1 p.m. on ‘Thursday, March 4, a seamstress 
was working in the nursery of a private house; and for part of this time, namely 
between 10.30 and 11.30 a.m., a boy, aged 21 months, was playing there, without 
any contact apart from inhalation of the same atmosphere. About 6 p.m. that even 
ing, 1.e. 64 to 7$ hours after contact with the child, the seamstress developed a 
typical attack of epidemic winter vomiting which she thought she had ‘caught’ from 
her immediate neighbours. On the night of March 6-7, the seamstress’ husband 
was affected by vomiting and so was the boy of 21 months, who vomited violently 
and unexpectedly between 2 a.m. and 5 a.m. on March 7, and then ate a normal 
breakfast. He is a normal healthy child who had never vomited before or since; 
there was no diarrhaea. The remaining neighbours of the seamstress, who lived in a 


row of houses, continued to be attacked successively during the next ten days 


This case demonstrates the infectiousness of the seamstress for some 
seven hours before the onset of her symptoms and gives an incubation 


period of about 51 hours for the disease in the little boy 


Case 2.—The daily cook in a large household of children was affected by the 
disease in the early hours of March 25, but she recovered sufficiently to go to work 
Between 1 and 2 p.m. a girl, aged 5 years, was in contact with her in the kitchen 
Two older children and a baby, and their mother, also had contact with the cook 
At 9 a.m. on March 27, some 43 to 44 hours after the presumedly infecting contact 
the girl of 5 began a typical attack of the disease. During that evening and in the 
early hours of March 28, the cook’s own two children were similarly affected 

In the original family the disease continued to spread, but only after an unexpected 
interval. Early on April 1, the baby of 12 months began to vomit and about 11.30 
a.m. a boy of 6 did likewise. The serial interval from the girl was five days. About 
two-and-a-half days later, on April 3, their grandmother, who had helped to nurse 
the baby on April 1, but who lived a mile away, felt sick and had abdominal pain 
but no vomiting. On April 4, the children’s mother had nausea and upper abdominal 
pain but no vomiting. On April 7, the eldest boy, aged 9 years, woke early with 
abdominal pain, but this passed without vomiting. None of these cases had any 
diarrhoea 

Case 3 4, girl, aged 3 years, who is seldom out of her own garden, travelled for 
half an hour in a bus on the afternoon of March 17. Two-and-a-half days later, at 
4 a.m. on March 20, she began a typical attack of the disease. Fifty-two hours 
later, at 8 a.m. on March 22, her brother of 11 months began a similar though more 


severe attack 

It is thus clear that epidemic winter vomiting can be spread by atmo- 
spheric infection, and that a patient can be infectious in this manner for 
some hours before or after the vomiting. ‘The incubation period is commonly 
about two to two-and-a-half days, but may be slightly less or up to five days 
(This statement is based on other cases, not reported here.) 

Immunity.—The family in Case 2 has been affected twice this winter and 
once in the winter of 1952-53 by typical attacks of infective vomiting when 


the disease was prevalent in their village. Another family of three children 


and two adults had four waves of the disease in the household within twelve 
months, some years ago; but they have not had it since, though they have 
made several possible contacts, especially this winter when the illness has 
been prevalent in neighbouring families. 

‘Two winters ago, when the disease was occurring locally, the two elder 
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brothers of the 21-months-old boy in Case 1 had typical consecutive attacks 
of sudden vomiting at night, 51 hours apart; each had only one bowel action 
during this time. This year neither of them was infected, either by atmo- 
spheric contact with the nursery after the seamstress had gone, or from their 
young brother when he was affected. 

It would thus appear that one attack of epidemic winter vomiting does 
not necessarily provide immunity, either in the same winter or in the 
following one. Immunity does seem to be acquired, however, after two 
or more attacks; and once acquired it seems to last for several years. 


THE STUDY GROUPS 

The hereditary diseases study group has been formed. Members of the central 
research register who wish to join this group will be welcomed. Members 
of this group have been sent a memorandum on the collection of informa- 
tion concerning genetically inherited disease, specially prepared for the 
Research Committee by Dr. J. A. Fraser Roberts, of the London School ot 
‘Tropical Medicine and Hygiene, and Dr. C. O. Carter, of the Hospital for 
Sick Children, Great Ormond Street. ‘This memorandum includes a list of 
the commoner diseases in which genetic transmission has been established. 

Among the subjects considered for study is one in which information 
from all members of the central research register is sought—-on the trans- 
mission of congenital pyloric stenosis. In the practices of many doctors 
there are now living patients who underwent Rammstedt’s operation in 
childhood. Of special interest would be those survivors of the operation who 
have themselves become parents. All members of the central research 
register who encounter, or who can recall, such cases in their practices are 
asked to inform Dr. R. 5S. Yager, go Oswald Road, Scunthorpe, Lincs 

Respiratory diseases study group.—-A pilot survey is being carried out by 
members of this group to determine the best methods of collecting and 
recording information relating to acute disease of the respiratory tract 
Satisfactory definition of the protean manifestations of chest disease is a 
matter of some difficulty, and the study group is indebted to Dr. ‘I’. Simpson 
of Chase Farm Hospital for the help and advice which he has given. It is 
hoped that a full-scale investigation will begin in the autumn. ‘The recorder 
of this group—Dr. J. Fry, 36 Croydon Road, Beckenham, Kent-—is anxious 
to hear from interested practitioners in South Wales, Northern England and 
Scotland, who are invited to get in touch with him direct. 

The ear, nose and throat study group.--An investigation into the value of 
the operation of tonsillectomy is the main concern of this group at present. 
‘The design of this investigation includes a classification of the indications 


for the operation, and a comparison of the morbidity in a group of children 


who have been subjected to tonsillectomy and adenoidectomy, a group who 
have been subjected to adenoidectomy alone, and a group who have not 
been operated on though they would have qualified for operation. Whilst 
many aspects of this investigation concern the general practitioner alone, 
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some will require the cooperation of colleagues in E.N.T’. surgical practice, 
and in the school medical services. In the near future the recorder of this 
group Dr. J. Z. Garson, 43 Worthing Road, Laindon, Essex—will get in 
touch with those members of the central research register who are interested, 
and they will receive an outline of the proposed method of investigation, for 
discussion with, and criticism by, their local E.N.T. colleagues 

The psychosomatic diseases study group..-Members of this group will 
shortly receive suggestions for an investigation into the psychosomatic 


aspects of allergic diseases. Planning and design of a record-card system are 


being undertaken, with statistical advice and help from Professor ‘I 
McKeown of the Department of Social Medicine, Birmingham University. 
Members of the Register who would like to join this group are asked to get 
in touch with the recorder, Dr. K. M. Hay, M.B.E., 35 Sherborne Road, 
Birmingham, 27 

1sthma in childhood._—-It has been suggested to the College that members 
otf the central research register might collaborate with other interested col 
leagues in a study of the incidence and natural history of asthma in child- 
hood and adolescence. This study should be valuable, for there are few 
practices without their quota of asthmatic children. ‘The investigation would 
have to be continued over a number of vears, and would give the research 
committee experience in the design of follow-up investigations. Would 
those members who are interested in an investigation of this kind please 


notify the chairman of the Research Committee? 


ANNOUNCEMENTS 

Vedical record envelopes of deceased patients.—following discussions with 
the Ministry of Health it has been agreed that those N.H.S. practitioners 
who so desire may apply to their executive councils for the return of medical 
record envelopes of deceased patients. It has been agreed with the Ministry 
that cards so returned may be retained by practitioners for three years. 

Medical record cards..-As was mentioned in a previous Newsletter, it is 
hoped to raise the standard of record keeping for the benefit of patient, 
doctor and posterity 

The lines on which we are at present working are that notes on the record cards 
(E.C.7) should be kept in any way that suits the writer, and that no particular effort 
should be made to render them intelligible to subsequent practitioners into whos« 
hands the patient may pass. A list of important illnesses and investigations, howevet 
should be made either on the back of the medical record envelope, or on a dis 
tinctively coloured card inside the envelope: this should enable anyone inspecting 
the records to see the past history of his patient in a few seconds, without having to 
wade through pages of day-to-day notes 

We would welcome suggestions on the following points: 

(1) Means by which information contained in good notes may be arranged so as 
to be of maximum benefit for clinical research 

(2) Opinions as to whether any alterations to the medical record cards or envelopes 
are desirable 


(3) The best means of maintaining a summary of a patient's history for the 


benefit of subsequent practitioners 
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Correspondence on these matters should be addressed to Dr. P. A. Walford, 
Springfields, Felsted, Essex. 

The Medical Research Council.—During February a meeting took place 
between Sir Harold Himsworth and Dr. Herrald of the Medical Research 
Council, Dr. Talbot Rogers and Dr. Stevenson of the British Medical 
Association, and the chairman and vice-chairman of the research committee 
of the College. This meeting was profitable, and discussion ranged over a 
wide field. Sir Harold felt that we would be wise to appreciate that observa- 
tional research in his own field was the practitioner’s birthright, and that it 
was from this work that he could make his most valuable contributions 
Members of the research committee were encouraged to learn that work 


of a high standard by those in general practice will receive full support from 
the Medical Research Council and the new Clinical Research Board, which 
is an advisory body to tu..e M.R.C. 

Therapeutic trials.—Considerable thought is being given to the participa- 
tion by the College in clinical trials of therapeutic substances in general 


practice. 


\ memorandum has been prepared by the vice-chairman which was approved by 
the Council of the College at its meeting on March 17. Much work will still be re- 
quired before the College can formulate a policy which will combine the strictest 
observance of correct ethical principles with research work of potential value 


The chairman and vice-chairman of the research committee attended a meeting 
with the central ethical committee of the British Medical Association. At this meet- 
ing valuable discussion took place, and the advice of the Medical Research Council 
and other authorities is being taken before a decision as to College policy is made. 


The Research Advisory Panel.—Professor lan Aird, F.R.C.S., W. J. H. M* 
Beattie, M D . F R _* S P F R C.O.G " Professor \ D Gardner D M ; R _& P 
F.R.C.S., Professor R. S. Illingworth, M.D., F.R.C.P., Sir Wilson Jameson 
G.B.E., K.C.B., M.D., F.R.C.P., W. P. D. Logan, M.D., D.P.H., Professor 
J. M. Mackintosh, LL.D., M.D., F.R.C.P., Sir Heneage Ogilvie, K.B.E., D.M 
F.R.C.S., Desmond O'Neill, M.C., M.R.C.P., D.P.M., Hugh Paul, M.D., D.P.H., 
Professor Robert Platt, M Sc M D ‘. F R t P.. J \ Fraser Robe rts MI D 
F.R.C.P., G. S. Wilson, M.D., F.R.C.P 

The Research Committee of the First Council of the College 

Chatrman Dr. R. J. F. H. Pinsent 
Vice-Chairman Dr. G. I. Watson 
Ex-Officio Dr. G. F. Abercrombi« 
Dr. J. H. Hunt 
Vembers Dr. D. G. French 
Dr. R. M. S. McConaghevy 
Dr. A. R. Laurence 


Convener, Research Committee of the Council of the College in Scotland 
Dr. C. M. Fleming 





JOHN SHELDON, M.D., F.R.S. 
\N ELGHTEENTH CENTURY ANATOMIS' 
By JESSIE DOBSON, B.A., M.S 


Recorder of the Museum, Royal College of Surgeons of England 


JOHN SHELDON was born on July 6, 1752, at a house in ‘Tottenham Court 
Road, where his father, after his retirement from the Navy, had practised 


pharmacy and surgery for many years. He had a younger brother, ‘homas, 


and two sisters, and both the boys received a good education, John being 
sent to school at Richmond, and afterwards apprenticed to Henry Watson, 
whose school of anatomy was in Rathbone Place, near the Sheldons’ house 
Watson was interested in the 
methods of injecting anatomical 
specimens, and it was probably 
due to his influence in the first 
place that Sheldon made his 


experime nts in embalming 


MEDICAITI rRAINING AND 
CAREER 

For his clinical training, 
Sheldon entered as a pupil at 
Westminster Hospital and also 
at the Lock Hospital. After the 
death of William Hewson in 
1774, he succeeded him as a 
resident pupil in John Hunter's 
household and attended William 
Hunter's school of anatomy in 
Great Windmill Street. William 
Hunter also was interested in | . 
the technique of embalming, “ Ghee Chama hates thee ns The 
and Sheldon, profiting from the original drawing is in the Library of the Roval 
knowledge he had gained from Cotage of Sungeene of Eagune 

his two teachers, was soon able 
formed on this subject. On November 2, 1775, he gained the Diploma of the 
Surgeon's Company and took a post on the staff of the Lock Hospital where 


to put into practice the theories he had 


he had been a pupil. 
of his patients, a Miss Johnson, a young woman of about twenty 


He had, as one 
He apparently became mucl 


four years of age, who was suffering from phthisis 
and before she died it is said that she asked him to preserve her 


attached to het 
embalmed and 


body. This he was supposed to have done, afte rwards removing the 


injected body to his own house (see p. 81) 


In 1776, Sheldon was appointed lecturer in anatomy at William Hunter’s 
77 PI 
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school and proved so successful as a teacher that, in 1777, he decided to 
open his own school. He used for this purpose a house in Great Queen 
Street, Lincoln’s Inn Fields, which had formerly been the residence of Mr. 
Moffat, a surgeon of some tame at Middlesex Hospital. Here Sheldon, as 
was the custom among anatomical teachers at that time, began to collect 
specimens to use for his classes and to form a museum of comparative 
anatomy. In the prospectus giving details of his courses of lectures, it is 
stated that his fee for the session was ten guineas and he advertises for a 
house pupil ‘whose situation will be attended with singular advantages’. 
Although he was only twenty-five years of age, he was now among the 
foremost in his profession. It has been suggested, not entirely maliciously, 
that his sudden rise to fame was due not a little to the fact that William 
Hewson and Magnus Falconar had died at so early an age and that Sheldon 
was left as the only outstanding teacher of his generation. Good fortune 
however, continued to favour him. He was soon appointed surgeon to the 
General Medical Asylum in Welbeck Street, and on July 18, 1783, he 


succeeded William Hunter as Professor of Anatomy to the Royal Academy. 


In this latter post, it is said that he was greatly respected, and that he dis- 
sected a horse and had casts made from various parts of it for the use of the 
students. Soon after the Great Queen Street School opened, Sheldon was 
instrumental in forming a Medical Society and acted as its first President 
This society apparently issued diplomas, and in a copy of its ‘Laws and 
Regulations’, published in 1784, the membership fee was stated to be 1s. 6d 
a month, and one of the rules was that ‘the President shall wear his hat 
while in the chair’. On April 29, 1784, Sheldon was elected a Fellow of the 
Royal Society. It was at this period that he married Rebecca, the second 
daughter of the Rev. William Palmer, Vicar of Yarricombe in Devon 


LITERARY ACTIVITIES 
Meanwhile, he was beginning to take some interest in literary activities 
In 1781, he edited a catalogue of Camper’s works, entitled ‘Historia 
Literariz Cultoribus 5.P.D.P. Camper’; in the following year there were 
published in London four dissertations by Johann Nathaniel Lieberkiihn, also 
edited by Sheldon. He was now engaged in preparing his work on the lym- 
phatics and an ‘advertisement’ of it had already appeared at the beginning of 
his edition of Lieberkiihn’s Dissertations. The first section was published in 
1784, with the title: “The History of the Absorbent Systen, part the first, 
containing the chylography, or description of the Human Lacteal Vessels, 
with the different methods of discovering, injecting and preparing them, 
and the instruments used for these purposes’. In it, he pays tribute to Hew- 
son and mentions his specimen of the human lacteals that was in William 
Hunter’s museum and of which he says that it was ‘the only specimen exist- 
ing in England at that time’. He also mentions the pioneer work on this 
subject and the experiments made by John Hunter, who fed himself with 
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madder in order to prove that the colouring matter was absorbed and 
carried by the lymphatics. ‘The work tacludes the most detailed explanations 
of his own methods, both of making the injection and of preserving the 
specimens afterwards; and it is perhaps some indication of the respect with 
which he was regarded by his colleagues in other lands that, during a visit 
to London, Antonio Scarpa, then Professor of Anatomy at Pavia, prepared 


two of the illustrations for Sheldon to include in his book. Jesse Foot 


praised it especially for the fact that Sheldon made no secret of his methods 


for, says | oot, 


“The Progress ot the science has been much impeded by a mystery among 
anatomists, who have generally concealed the composition of their injections, and 


their methods of dissecting, injecting and preparing the different parts: a mystery 


unworthy the character of a philosopher 


Professor F. J. Cole points out that Sheldon was the first ‘to shape the 
end of the canula as in the modern hypodermic syringe in order to facilitate 
its entry into the vessels’. A review of the book in a contemporary newspaper 
states that 


s1auity 


Mr. Sheldon has treated the subject with his usual penetration and ass 
having produced a work which will be found of the highest utility to Professors, 


with illustrations by plates, and practical observations, that will most probably render 


all future publications on the same head wholly unnecessary 

‘This book was, in fact, a most learned treatise that corrected many of the 
errors of earlier writers on the subject, and it is to be deplored that his other 
interests, and subsequently his ill health, should have prevented him from 
continuing this line of investigation, especially as he states that most of the 
plates for the next part were already completed. ‘There is no doubt that had 
he continued the work, he, rather than Cruikshank, would have been re- 
membered as the earliest English authoritative writer on the lymphatics 
Cruikshank’s work was published in 1787, only two years after Sheldon’s, 
and it is remarkable that no mention of Sheldon’s pioneer work is made in it 

Apart from his work on the lymphatics and that on the patella, Sheldon 
appears to have written only one other paper, which was published in 1796 
as one of a collection of short articles in a volume entitled ‘Essays by a 
Society of Cenilerren at Exeter’. ‘The title of Sheldon’s paper Is ‘An Essay 
on the Iris, demonstrative of the motion and effects of that membrane on 
the pupil with some observations which lead to a new theory of muscular 
motion’ 

AERONAUTICS 

It was at this period that the first experiments were being made in making 
balloons. ‘The pioneers in this field were Dr. Black of Edinburgh (1767) and 
the brothers Joseph and Etienne Montgolfier of Lyons (1782-3). ‘The first 
human ascent was made in Paris in August 1783 by Dr. J. A. C. Charles, 
who had constructed a hydrogen balloon and, in November of the same year, 
J. F. Pilatre also made a successful ascent. Ballooning now became the rage, 
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and in England, Sheldon was one of those who took a keen interest in aero 
statics. He started to make calculations respecting the gravity of the 
atmosphere and pursued investigations as to the proper substance for making 
the covering of balloons. Colonel Gardner, who had served in America as 
aide-de-camp to Sir William Howe, the hero of Bunker Hill and Brandy- 
wine, was also interested in this investigation and he and Sheldon super- 
intended the construction of a balloon by Allen Keegan, a tradesman in the 
Strand. They originally intended to make an ascent from the Rolls Garden 
in Chancery Lane or from Lord ‘Talbot’s garden in Lincoln’s Inn Fields, 
but these sites being found unsuitable, the Duchess of Devonshire, herself 
an enthusiast, induced Lord Foley to grant the use of his grounds in Port- 
land Place. On August 16, 1784, large crowds assembled but nothing more 
than a preliminary inflation was attempted. No further attempt was made 
until September 29, when the balloon caught fire and was entirely destroyed 
Meanwhile, Signor Lunardi, secretary to the Neapolitan Embassy in 
london, had made a successful ascent on September 15 from the Artillery 
Ground at Moorfields, Finsbury. Sheldon followed the course of the balloon 
on horseback, and after two-and-a-quarter hours Lunardi landed at Standon, 
in Hertfordshire, 24 miles from the starting point. 

At this same period, J. P. F. Blanchard had been making experiments in 
France, not only with balloons, but with a ‘flying machine’. Not willing to 
risk his own life in making the first trial with this machine, he persuaded the 
authorities to permit a condemned criminal to make the venture, with the 


promise of full pardon for his misdemeanours if it were successful. ‘The man 


was accordingly launched from the top of Notre Dame in Paris and reached 
the ground without injury. Blanchard, who had already made several 
ascents in a balloon in France, now came to England and, in partnership with 
Sheldon, decided to make another attempt. ‘The balloon they used was made 
of silk, the upper half green and the lower half yellow, and the car was 
loaded with scientific instruments, food, a basket of pigeons, a pet dog 
belonging to Blanchard, and the necessary ballast. Sheldon had the idea ot 
testing the effects of the atmosphere on sound by firing a gun at different 
heights, and upon motion, for which purpose the birds were taken. ‘The 
ascent was begun just before noon——but the balloon descended almost im- 
mediately in a neighbouring garden, apparently doing considerable damage 
Blanchard was greatly piqued, for he had originally desired to make the 
ascent alone and appropriate to himself all the glory. Wadd (1827) gives an 
account of the incident in his ‘Nugz Canorz’: ‘If you are my friend’, said 
Blanchard, ‘you will alight. My fame, my all, depends on my success’ 
Sheldon was determined, however, to continue the journey, whereupon 
Blanchard, ‘in a violent passion, swore that he would starve him. . . and 
threw out every particle of their provision’. Wadd makes the comment that it 
‘was a good French notion, that the best way to get rid of an Englishman was 
to throw out the eatables!’ Sheldon still insisted on continuing the journey 





1OHN SHELDON ol 


and the balloon, lightened by the loss of the provisions, rose again, passed 
over Hammersmith, Chiswick and ‘Twickenham and descended near Sun 
burv, where Sheldon alighted. Blanchard continued the journey alone and 
finally descended in Lord Palmerston’s Park, near Romsey, 73 miles from 
London. Although Sheldon cannot perhaps claim to have been the first 
Englishman to ascend in a balloon, he may be said to be the first to make a 


vovage in one 


It appears that Sheldon’s activities in this direction were treated with a 


certain amount of ridicule by his professional colleagues and Wadd, in his 
‘Nuge Canora’, gives him the following ‘epitaph’ 


Here m the wrave ] ihn Sheldon le 


Who left a grave professior 
Deserting earth, did mount the skies 


Che moon to take possessior 


Adventuring 1m ar 
lo ratse a vreat 
Science and Art did 


How much he 


rHE EMBALMER 
In August 1784, B. Faujas Saint-Fond, Protessor of Geology in the Museum 
of Natural History in Paris, visited London and in his ‘Voyage en Angle 
terre, en Ecosse, et aux Iles Hebrides’, published in Paris in 1797, he 
mentions that he saw Sheldon on many occasions. He was particularly 


interested in the museum which, he says contained ‘a great variety of curious 


preparations’. ‘he most interesting exhibit was, of course, the mummy, and 


Saint-Fond observes 
listinguished place in th 

slept ind i glass frame, | saw the bi 
twenty rel naked. She had fine brown hair : ; extend 
Sheldon mad ne admire the flexibility of the arms a kind of elasticity in the bosom 
and even 1 he cheeks, and the perfect preservation of the other parts of the bod 
Even the sku irtly retained its colour, though exposed to the 
rie howe r, that the fleshy parts were itl irv, ; i that there wa too 
tenseness O I ] les his vave to the f gure ( rh it still possess 
mains of beat a meagre and feeble ; which considerably dimiunts 
delicacy of its traits 

Sheldon explained how he had injected several parts of the body with 
strong spirits of wine, saturated with camphor, mixed with a small quantity 
of turpentine. The skin was prepared and tanned with finely powdered alum, 
rubbed on bv hand. ‘The intestines were taken out and covered with a 
varnish composed of camphor mixed with resin and, in order to imitate the 
natural tint of the skin of the face, he injected the carotid arteries with a 
coloured substance. When Saint-Fond saw the specimen it had already been 
preserved for almost ten years and Sheldon told him that it had not been 
opened for the first five years, when it was found to be in the same state of 


preservation as when it was first enclosed. On being asked who the lady 
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was whose remains he had preserved with such care, Sheldon replied, 
without hesitation: 


‘It is a mistress whom I tenderly loved. I paid every attention to her during a 
long sickness and, a short time before her death, she requested that I should make a 
mummy of her body and keep her beside me—I have kept my word to her’. "Twenty 
years later this mummy was presented to the Royal College of Surgeons by 
Sheldon’s widow. His nephew, William Sweeting, told William Clift, the con- 
servator of the College Museum, many years later that he believed that the em- 
balmed body was that of Sarah Stone, a medical artist who had worked both for 
Sheldon and Cruikshank. The mystery must therefore remain unsolved. According 
to the evidence supplied by Mrs. Sheldon, however, ‘who could only know what was 
told her’, as pointed out by Clift, the body was that of Miss Johnson (see p. 77) 
A writer in the British Medical Journal of 1899 notes that he saw this specimen at 
the College ‘in a back room, alas, no more with any semblance of life but shrunken 
and hard as a board, the skin of the arms, neck and chest quite white but the face, 
where apparently the colour injected had remained, a dull red, all the more ghastly 
for its colour, and the long brown hair is beautiful no more. What an irony of fate, 
that the gratification of the poor girl’s dying wish should have had no better result 
than that her last resting place should be the lumber room of a great museum 


rHE SURGEON 
On April 20, 1786, Sheldon took up the appointment of Surgeon to West 
minster Hospital. Although only thirty-four years of age, he was now at the 
top of his profession and it seems all the more unfortunate that, only two 
years later, he should have had to abandon a career that had hitherto been 
marked by so much professional success. 

It was at this period that John Hunter was interested in the anatomy of 
whales, and Peachey suggests, in his ‘Memoir of William and John Hunter’, 
that Sheldon may have been the ‘messenger’ sent by Hunter at his own 
expense to Greenland to obtain specimens. Hunter states in his paper on 
whales, published in the Philosophical ‘Transactions of the Royal Society in 
1787, that ‘the only return I received for this expence was a piece of whale’s 
skin, with some small animals sticking upon it’. This specimen (X 18) can 
still be seen in the museum of the Royal College of Surgeons. It is known 
that Sheldon was interested in the methods of capturing whales and had 
devised a poisoned harpoon for this purpose, but if he were the surgeon 
mentioned, he must have made two voyages on a whaler, for it was in the 


spring of 1788 that, on the way to Greenland, he fell a victim to brain fever 


and had to be transferred to another ship and brought home. During his 
long illness, his brother Thomas and his sisters looked after him and it was 
decided that he should give up his teaching school and retire to Devon. 
His museum was sold and his school transferred to Mr. James Wilson. On 
hearing of Sheldon’s illness, Cruikshank at once canvassed many of the 
Royal Academicians to secure for himself the post of Professor of Anatomy 
at the Academy, but on hearing of this, Thomas Sheldon petitioned the 
Queen and prevented a new election taking place. Sheldon continued to give 
the annual lectures at the Academy until he died in 1808. 

Just before his departure from London, Sheldon had been making in- 
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vestigations on the treatment of fracture of the patella and this work was 
published in 1789, the year after he left London, with the title: ‘An essay 
on the fracture of the Patella or Kneepan . With observations on the 
fracture of the Olecranon’. This excellent little book of 79 pages contains 
ideas on the subject of muscular action far in advance of those current at the 
time. 

Sheldon asserts that the patella is generally fractured from internal causes and 
not from external violence, and that in the treatment it should be noted that when 
the fracture is transverse, extension of the leg no longer relaxes the extensors, so 
that it is best to flex the hip and extend the knee, although only to a moderate 
degree so that the position would not be too painful 

Some of the figures for this work were drawn for Sheldon by Professor 
Camper of Gréningen when he visited London in 1785, and two of the 


specimens so illustrated are from William Hunter’s collection 


LAST DAYS 
It was almost ten vears before Sheldon’s health became sufficiently restored 
for him to undertake public duties again. He began to build up an extensive 
private practice, and in April 1797, he applied for, and obtained, the post 
of surgeon to the Royal Devon and Exeter Hospital, in spite of the opposition 
of the Vice-President of the Hospital. He served on the staff for eleven years 
until his death at his cottage on the River Exe on October 8, 1808. He is 
buried at Coombe Raleigh, and in the church is a plaque to his memory. In 
an obituary notice published in the Monthly Mirror of October, 1809, 
Sheldon is described as having ‘a manly person, with an intelligent and ex- 


pressive countenance, equally marked by genius and benevolence. He was 


humane, active in every intercourse of friendship and, though of so animated 
a character, mild, forbearing and affable . . . ‘There was nothing like envy in 
his composition; on the contrary, if useful knowledge was discovered by 
anybody, he was zealous to diffuse it, and to procure due honour for its 
author’. 

I wish to express my gratitude for the generous help given by the librarians of the 


Roval College of Surgeons, the Royal Society the Roval Academy, the Roval 
Aeronautical Society, and the secretary of the Royal Devon and Exeter Hospital 
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EARLY in the sixteenth century Leonard Rauwolf was born in Augsburg, 
Germany. Trained as a physician, he developed his early interest in botany 
along medical lines. During the years 1573-75 he made a scientific ex 


pedition to Asia and Africa in order to study local plants that had been 


used by ancient Greek and Arab doctors. An account of his trip and the 
results of his investigations were published in book form in 1581 and 
aroused great interest. A few years later the 

French botanist, Plumier, suggested that in 

honour of the memory of Rauwolf a new 

genus of plant indigenous to India should be 

called Rauwolfia. ‘The great Swedish botanist, 

Linnzus, knew Rauwolfia and classified it as a 

close relative of the plant Ophioxylon. How- 

ever, later botanical investigations demon- 

strated that Rauwolfia serpentina and Ophio- 

vylon serpentinum are actually identical. 


HISTORICAL BACKGROUND 
Rauwolfia has been known in. India for 
centuries and in the native language is called 
Chota Chand or Chandrika. It is not limited 
to India but grows also in Ceylon, Burma, 
Java, and the Malayan Peninsula. An erect, 
attractive bush with shiny, green leaves and 
white or pinkish flowers it grows to about 
three feet in height. It has a long, tapering, Rauwolfia serpentina 
crooked root resembling a snake which gives 
the name ‘serpentina’ to this variety of Rauwolfia. The root, popularly called 
‘snake root’, contains most of the medicinal properties of the plant. Rauwolfia 
serpentina literally covers the foothills of certain parts of India and its roots 
are gathered by the natives who pound them into a powder to treat a 
number of illnesses. 

In ancient Indian literature this preparation was reported to be useful for 
fevers, snake bite, and dysentery. Later it was advised for insomnia, nervous- 
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ness, and insanity. After its introduction into Europe it was stated to be of 
value for anxiety and nervousness and was finally classified as a sedative. 
Rauwolfia became a common prescription in India for all sorts of mental 
diseases, and is still widely used there in mental asylums as a sedative, 
particularly for manic patients. The first attempts to purify it were made 
in the latter part of the nineteenth century. Later, Indian chemists isolated 
a number of fairly pure substances which seemed to contain the activity of 
the crude drug. In the form of these extracts the drug was even more widely 
used for its peculiar tranquillizing, relaxing, and calming effects. 

It was not until the 1940's, however, that there was any suggestion that 
rauwolfia was of use in diseases of the heart or circulation. At that time 
Indian doctors working with mental patients observed that rauwolfia often 
produced a slowing of the pulse rate and a lowering of the blood pressure. 
This drew the attention of internists in India to the drug as a remedy for 
patients with high blood pressure. In 1949, in an article on the use of rau- 
wolfia in hypertension in the British Heart Journal (1949, 2, 350), Rustom 
Jal Vakil of Bombay reported that he had had satisfactory personal ex- 
perience with the drug for ten years and that a poll by mail had revealed 
that 46 out of 50 Indian physicians were in favour of this drug, compared 
with all others, for the treatment of high blood pressure. He then gave an 
account of his own experimental trial of the drug in hypertensive patients, 
alternating it with placebos. He found that 44 per cent. of the patients 
showed a definite lowering of their blood pressures when given rauwolfia 

We were able to confirm these reports from India, using ‘serpina’ tablets 
obtained from the Himalaya Drug Company in Bombay. Beginning very 
cautiously and giving the drug in gradually increasing doses, we were about 
to conclude that it was totally inactive when one patient on the fifth day of 
treatment developed a slow pulse and a definite fall in blood pressure. We 
then placed a larger group of fully investigated cases on small doses of the 
drug for several weeks and learned that it is very slow to produce its effects, 
requiring three to seven days for any noticeable action, three to six weeks 
to reach maximum effects and, when it is stopped, from one to three weeks 
to pass off. Patients uniformly reported good symptomatic results. ‘They 
stated that they were much less nervous, tense, or irritable, and often were 
relieved of headache, dizziness, ‘butterflies in the tummy’, and fatigue. 

As additional observations we noted that rauwolfia causes nasal congestion, 
a gain in weight, and an increase in the motility of the bowel. We found that 
in excessive dosage it can produce diarrhea, nightmares, or a state of agitated 
depression, but that these symptoms may be relieved by interrupting or 
reducing the dosage. We never found it to cause tolerance or addiction. We 
also noted that rauwolfia is an excellent adjunct or background agent when 
given in combination with the more potent hypotensive drugs, particularly 
veratrum, hydrallazine and hexamethonium. Remarkably well tolerated over 


prolonged periods of time, and free from toxic or even very serious side- 


effects, it is, in our opinion, not only the first agent to try when instituting 
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medicinal treatment for hypertension, but also the last one to omit from 
such a regimen. 
PROCEDURE AND RESULTS 

Unselected office or clinic patients with hypertension who had received the 
routine studies for grading hypertensive disease, including a complete 
history, physical examination, urine analysis, renal function tests, electro- 
cardiogram, radiological examination of the chest and kidneys, and cold, 
posture, and sedation tests, were followed for several weeks on no medica- 
tion. ‘They were then given daily doses of a placebo, or phenobarbitone, or 
the active drug, in pills of identical appearance for several weeks. Crude 
rauwolfia, as either ‘serpina’ (Himalaya Drug Co.) or ‘raudixin’ (Squibb), 
a total alkaloidal extract, ‘rauwiloid’ (Riker), or the pure alkaloid, reserpine, 
as ‘serpasil’ (Ciba), ‘serpiloid’ (Riker), or ‘reserpoid’ (Upjohn), were among 
the preparations tried. Often the procedure was reversed or alternated unti| 
an appraisal of the effectiveness of the drug as compared with the placebo, 
or phenobarbitone, could be made. 

In 39 such patients the average of all the control blood pressures taken during the 
pre-treatment control periods was 192/112 mm. Hg, on crude rauwolfia 165/95 
mm. Hg, and (in 27 patients) on placebos, 186/111 mm. Hg. The pulse rates averaged 
82 during the control periods, 70 on rauwolfia and 84 on placebos. In 58 patients 
given reserpine alone, the average of all the control blood-pressure measurements 


was 191/109 mm. Hg, and the average of the pulse rates was 85, whereas on reserpine 
the averages were 167/94 mm. Hg and 75, respectively. The total alkaloidal fraction 


gave practically identical results 

The side-effects of the crude drug, the extract, and the pure alkaloid, 
reserpine, were also identical: sedation, nasal stuffiness, gain in weight, 
diarrhea, nightmares, or depression. After any active preparation these 


symptoms could be lessened or eliminated by reducing or interrupting the 


medication. ‘The side-effects, e.g. hypotension and bradycardia, appeared 
within three days to three weeks, usually persisted throughout treatment, and 
disappeared within three days to three weeks of stopping treatment. 

On prolonged administration the total daily dosages of the crude drug, or 
its equivalent in the form of the extract, varied from 100 to 1000 mg. ‘lhe 
total daily dosage of reserpine tolerated by many of these same patients on 
chronic treatment varied between 0.1 and 1.0 mg., but much larger doses 
than these could be tolerated for several days. ‘Thus, it appeared that roughly 
a I to 1000 proportionality exists between the dosage of reserpine and 
rauwolfia, which is about the same as the known proportionality of reserpine 
in the crude drug. Obviously this is not an accurate assay since the action 
of the drug cannot be judged very closely during prolonged treatment in 
man. Undoubtedly this is due in part to the flat dose-response curves found 
in pharmacological studies of the drug in animals. One can only say that the 
clinical effects were very similar on prolonged administration when roughly 
a 1 to 1000 ratio for reserpine was given in substitution for crude rauwolfia 
This was best shown by substituting this proportionality of reserpine for 
rauwolfia in a patient being maintained on the maximum dosage of the crude 
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drug that he could telerate without symptoms. When such a substitution 
was made the patient could tolerate without symptoms little if any more 
reserpine than 1/1000 of the dose of rauwolfia that he had been taking 

Recently we have been substituting reserpine for rauwolfia in this way in 
many of our hypertensive patients. ‘The substitution has gone smoothly in 
all but a very few cases. ‘These few patients have claimed that they do not 
‘like’ the pure alkaloid as well as the crude drug. Perhaps other active 
principles, in addition to reserpine, which are known to be present in 
rauwolfia, may be clinically beneficial. ‘This possibility is now under 
investigation 

COMBINED THERAPY 

In hypertensive patients in whom a rauwolfia preparation had had no, or 
insufficient, hypotensive effect after six weeks’ trial, additional, more potent 
hypotensive drugs were usually combined with it in the regimen. These 
included veratrum, hydrallazine, and hexamethonium. Recently penta- 
pyrrolidinium has also been tried. It should be emphasized that the rauwolfia 
preparation was continued, not only to maintain its valuable symptomatic 
benefits but also because most patients appeared to have much less difficulty 
with the side-effects of the potent drugs, and to tolerate larger doses of them, 
if they also took rauwolfia. On the other hand, when taking rauwolfia they 
required definitely less of the potent drugs to achieve the same hypotensive 
result. ‘his additive or synergistic effect of rauwolfia preparations, when 
used in combination with other hypotensive drugs, perhaps constitutes 
their chief usefulness in hypertension 

The usual plan of treatment after trying rauwolfia alone unsuccessfully 
for six weeks has been to add either hydrallazine (if the pulse was slow), 
or veratrum (if the pulse was still rapid), in gradually increasing doses as 
necessary and as tolerated by the patient. (Occasionally rauwolfia alone was 


simply continued for a longer period.) Still later, in some cases, all three 


drugs (rauwolfia, veratrum, and hydrallazine) were given together. When 
several weeks’ treatment with all three drugs in maximum dosage still did 
not suffice, hexamethonium was added. Frequent efforts were made to re- 
duce or eliminate the dosage of all drugs, especially the more potent ones, 
whenever this could be done without a serious rise in pressure 

It is not the purpose of this communication to describe in detail the 
results of such combination drug treatment. 


Suffice it to say here that in 137 patients so treated the control blood pressures 
averaged 204/119 mm. Hg and control pulse rates 86; on treatment they averaged 
163/94 mm. Hg and 73, respectively. One-third (45) of these patients were finally 
maintained satisfactorily on rauwolfia alone although most of them had received 
combination treatment at some time. Their blood pressures and pulse rates before 
treatment had averaged 192/109 mm. Hg and 8s, whilst on treatment they averaged 
158/89 mm. Hg and 70, respectively. Another third (42) of the patients were treated 
successfully with rauwolfia and hydrallazine. ‘Their control blood pressures and 
pulse rates had averaged 204/119 mm. Hg and 85, whilst on treatment their averages 
were 157/91 mm. Hg and 74, respectively. Sixteen patients were treated with 
rauwolfia, veratrum, and hydrallazine, with control averages of 206/122 mm. Hg 
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and 83, and treatment averages of 173/96 mm. Hg and 75, respectively. One-fifth 


(28) of the patients required hexamethonium to be added to one of the above 
regimens ; their control averages were 227/136 mm. Hg and 87, and their treatment 
averages 179/108 mm. Hg and 74, respectively. The six remaining patients, who 
were treated with rauwolfia and veratrum, had had control averages of 179/115 
mm. Hg and 88, and had treatment averages of 153/92 mm. Hg and 76, respectively. 

In a number of patients treated successfully with a combination of drugs 
it was found possible to reduce or omit the dosage of one or more of the 
potent agents, without a rise in blood pressure. In some, as already men- 
tioned, a rauwolfia preparation alone sufficed to maintain the lower levels 
of pressure. Occasionally, surprisingly small daily doses of the preparation, 
e.g. 0.05 mg. of reserpine, appeared to accomplish this, whereas if the drug 
were omitted altogether the pressure slowly rose again. Such doses caused 
no symptoms whatever; in fact, patients taking them stated they would not 
know they were taking anything. It is only fair to say that, as a rule, patients 
in whom such doses of rauwolfia alone were effective in keeping the pressure 
normal were either young, female, or relatively mild hypertensives. How 
ever, so far as we know, they can take such doses indefinitely. 

One other group of patients has been included in our therapeutic trials, 
namely, the young, labile, borderline but definitely suspicious hypertensive 
(‘pre-hypertensive’) individuals with psychoneurotic symptoms, and often 
with a strong family history of hypertension. Again, on surprisingly low 
doses of reserpine or rauwolfia such patients may be maintained at normal 
levels of blood pressure and usually with a definite relief of symptoms. 


DISCUSSION 
These clinical experiences with rauwolfia preparations have taught us that 
they are more than just further additions to the rapidly growing list of 
hypotensive agents. ‘hey are moderately hypotensive but they are different. 
In the first place their site of action appears to be, in part at least, in the 
central nervous system. This is indicated not only by their definite relaxing, 
calming, or sedative effects, but is also suggested by the fact that whilst they 


do not cause postural hypotension they do block the carotid occlusion reflex 


(in animals) and cause nasal congestion, lid drop, and miosis. Even the 
sedative effect of these drugs is different from that of ordinary sedatives. In 
large doses they do not become narcotic; patients state that rauwolfia will 
make them sleepy, but will not put them to sleep. 

Symptomatic improvement has been marked in some patients. A sense of 
relaxed well-being, decrease in irritability, ‘improvement in personality’, 
relief of headache, palpitation, fatigue, anxiety, and tension were described 
so often that they could not be ignored. This, of course, was gratifying to 
the physician but, more important, it may give an indication of how the 
drugs act not only in the neurotic hypertensive individual but in other 
neurotic patients as well. Current indications are that these preparations 
may find their chief usefulness in many psychoneuroses and tension states, 
in addition to essential hypertension. 
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Their slowness of action has suggested that they work through some hor- 
monal or other intermediate mechanism. One hormonal route readily and 
currently suggested is the adrenal, particularly through the sex-stimulating 
steroids. ‘There are some clinical suggestions of this in men, who uniformly 
comment, if not complain, about a decrease in libido while taking these 
drugs. This, however, is definitely not impotence, and two young men have 
fathered new babies while on rauwolfia—one his first (he had just got 
married), and the other his first in nine years (his wife had actually given up 
hope of another child and attributed this good fortune to the drug!). On the 
other hand, one elderly man who lived at a distance had taken reserpine for 
a number of months and then became jittery and trembly and had mild 
diarrhea (symptoms we have ordinarily attributed to overdosage but which 
he had had before and which his family doctor had treated successfully with 
methyltestosterone). On his own initiative he again took testosterone but 
continued the reserpine, with prompt and complete relief. ‘—Two men, one 
a mild alcoholic, developed definite and painful gynecomastia while on 
rauwolfia. Women do not have a decrease in libido on rauwolfia. Neither do 
they have changes in their menses or breasts. One young woman, a severe 
hypertensive, in whom all other therapy including surgical sympathectomy 
had failed, was carried through her third pregnancy with a perfectly normal 


blood pressure on rauwolfia and has just been delivered of a normal child 


SUMMARY AND CONCLUSIONS 
Rauwolfia is another of the recent useful additions to the medicinal arma 
mentarium against hypertension. It causes sedation, bradycardia, hypo 
tension, nasal stuffiness, weight gain, and, in excessive doses, diarrhcea, 
nightmares and agitated depression. It does not cause postural hypotension, 
and is not narcotic even 1n large doses 

Alone its most beneficial effect is to decrease ‘neurotic’ symptoms in all 
patients and to lower the blood pressure, particularly in young, labile hyper- 
tensive subjects with tachycardia. It also has a useful additive, if not 
synergistic, effect when given in combination with other stronger hypo- 
tensive agents. It can be used successfully in very small doses to maintain 
normotension in many patients who have been brought to normal on com 
bination therapy and can be taken, apparently indefinitely, without the 
development of tolerance or addiction. 

Since it does not cause postural hypotension, it is not regarded as a 
‘sympathetic blocking’ drug although the nasal stuffiness, bradycardia, and 
its effects on the eyes and certain reflexes in animals, suggest that it has a 
‘central blocking’ effect. Its slowness of action suggests that it may act, in 


part at least, through intermediary processes that slowly readjust the baro- 


static mechanisms of the body. 
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THE FROZEN SHOULDER 


THE name has caught on. Patients chatter happily together comparing lesions of 
different pathology and become confused. The profession should attempt to dispel 
this confusion; little else can be done for frozen shoulder. The term joined the 
vocabulary in the 1930’s and denotes a condition easily recognizable clinically 
The analogy is apt: the shoulder freezes, it remains frozen, then it thaws. ‘The 
pathology is not fully understood and the etiology is unknown, 


EARLY DIAGNOSIS 
The patient, usually in the fifth decade, notices pain on certain movements of the 
arm. The pain is felt in the lower part of the deltoid region and is, at first, mild and 
intermittent. ‘he patient may ignore it or resort to his favourite remedy for 
rheumatism. ‘wo months or so later, limitation of movement is first noticed 
Difficulty with the back collar stud or the brassiére may be noticed, and about this 
time the patient is uncomfortable when lying on the affected side in bed. The pain, 
still referred to the deltoid insertion, becomes continuous. At this stage advice is 
sought. Clinical examination is diagnostic. Wasting of muscle is slight. There may 
be no tenderness over the shoulder joint. The area of referred pain at the insertion 
of the deltoid muscle is not tender. Movement of the joint is limited in all 
directions. ‘The limitation is concentric; that is to say, all movements are limited 
to approximately the same degree. Forcing is painful. The x-ray is negative. ‘The 
diagnosis is complete. The restriction of movement is progressive and will depend 
upon the length of history. Nearly always it is greater than would be expected. 


EVOLUTION 
Frozen shoulder follows a prescribed course. Pain increases whilst movement 
diminishes, so that at the end of six or nine months from the onset the joint may be 
extremely painful and totally stiff. The freeze is complete. The pain, continuous 
at rest, is increased by movement. Shoulder blade mobility will permit limited 
movement of the arm so that the patient is not aware of total stiffness. From this 
point the pain will begin to diminish fairly rapidly, perhaps in six weeks, so that 
the patient is comfortable, and perhaps pain-free. The joint remains totally stiff 
until the pain is gone and then, imperceptibly at first, movement returns. The 
thaw has set in. The patient is delighted as the pain eases, even though function 
remains imperfect. During six months the range spontaneously increases until 
almost always full movement is restored. The whole cycle may take between 
twelve to eighteen months to evolve. Minor variations in dominance and timing of 
symptoms and signs occur but the pattern remains the same and the diagnosis 
and prognosis are never in doubt. 


PATHOLOGY 
The pathology is limited to the joint capsule. The capsule, in its upper part, is in 
reality the insertion of the scapulo-humeral muscles. Sections show that the 
normal arrangement of tendon collagen is upset by infiltration with fibrous tissue 


and chronic inflammatory cells. The blood vessels become partially obliterated and 


there are small patches of avascular necrosis in the tendon tissue. Tlie histological 
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appearance is not one of infection or injury; it is more like a widespread and partial 


ischemia. ‘The cause of this alteration is not known, but presumably the fibrosis 
and cellular infiltration are the reason for the progressive and concentric loss of 
joint range. Presumably also the histological change must be to some extent 


reversible, since shoulder movement spontaneously restores itself. 


TREATMENT 

Our meagre knowledge of the pathology of this condition does not invite treatment 
Indeed, on reflection it would seem that there can be no specific treatment. The 
owner of the frozen shoulder, however, has to be coped with. ‘The mysterious pain 
may have been present for some months and a frank statement of the facts, with 
prophecy, will clarify the position and allay fears. If the patient is importunate in 
spite of explanation and analgesics the doctor may have to yield, if only to prevent 
him from sneaking to the quacks and wrenchers who may spoil the shoulder 
permanently 

Three facts emerge. First, there is no specific treatment for the condition 
Second, the condition inevitably gets well in from twelve to eighteen months 
Third, a frozen shoulder may never fully recover from meddlesome treatment 
Manipulation of a frozen shoulder is dangerous treatment. In the early stages the 
patient is made worse; later in the evolution it is unnecessary. A bone setter is 
almost bound to wrench the joint thereby increasing pain and delaying recovery 
Doctors occasionally manipulate under an anesthetic: it may be costly and they 
should know better. Physical treatment by heat and massage is an innocent placebo 
It could be considered an ideal method of treating the patient while awaiting 
nature’s cure. Unfortunately the pain is often aggravated, so when physiotherapy 
is prescribed the patient should be warned and told to desist if the treatment does 
not suit. The use of cortisone or ACTH comes to mind in relation to joint 
disabilities. Dramatic improvement has been reported by enthusiasts in the 
United States. Many of the reports are far from unbiased; they represent special 
pleading. It is possible, however, that a specific treatment for the condition may 
be found following continued investigation along these lines 

Frozen shoulder is probably best managed in the following manner. When the 
diagnosis is made, usually at the end of three months or so, the position is fully 
explained. It is safe to prophesy; a rough time-table can be mapped out. Even it 
the pain is to get worse, the patient will be much heartened to know that the joint 
will recover completely. This explanation, together with a prescription for codeine 
or pethidine, will keep the patient content for several weeks. Then, if the patient is 
distressed, a course of deep x-ray therapy is suggested. X-rays may be only an 
innocent palliative, but they have a great reputation for their pain-relieving effect 
It is impossible to know whether they are effective or whether they are imposters 
cashing in on nature’s cure. The radiologist decides the dosage. X-ray therapy has 
much to recommend it because the treatment is not time consuming or expensive 
and an x-ray therapy department is impressive. The essence of treatment of a 
patient with a frozen shoulder is to keep him content and secure from his friends 


while spontaneous evolution to recovery takes place. 


CODA 
The old masters ditlerentiated a special type of tuberculosis of the shoulder which 


never suppurated. ‘They called it ‘caries sicca’ and attributed to it an excellent 
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prognosis. The good prognosis and lack of suppuration are not to be wondered at 

because in reality ‘caries sicca’ of the old masters is what we now term ‘frozen 
shoulder’. 

RONALD FURLONG, M.B., F.R.C.S. 

Assistant Orthopedic Surgeon, St. Thomas's Hospital; 

Orthopedic Surgeon, Rowley Bristow Orthopedic Hospital, 

Pyrford 


BACILLURIA 


‘THE most important cause of the presence of organisms in the urine is infection in 
the urinary tract, but the most common cause is contamination of urine after it has 
been voided. By the intelligent use of the microscope it is usually possible to deter- 
mine the significance of any observed bacilluria, and indeed the positive findings 
obtained in this way are often as informative clinically as the full-scale investiga- 
tions carried out in a laboratory. 


CAUSES OF BACILLURIA 

Contamination of urine from external sources.—If urine voided into a container is 
left to stand for a number of hours, organisms, added to it from the external 
genitalia during micturition or as contaminants from the air or from the container 
itself, will multiply abundantly in this excellent culture medium, and be easily 
visible under the microscope. The familiar ammoniacal odour which urine de- 
velops on keeping is evidence of the presence of organisms such as the staphylo- 
coccus or B. proteus which are capable of breaking down urea to form ammonia, 
This common cause of bacilluria can be excluded simply by making the micro- 
scopic examination of urine immediately after voiding. 

A consequence of bacteriemia.—On any occasion when organisms are present in 
the blood stream, some may be filtered through the glomeruli to appear in the 
urine. If these lodge in the kidney on their way through, local lesions may form 
which will lead to the appearance of pus cells as well as organisms in the urine. 
Rarely, however, organisms filtered into the urine without pus formation will be 
of importance clinically. This is the case in enteric fevers, the Salmonella or- 
ganisms In some cases continuing to appear in the urine long after the acute illness 
has subsided. Even with antibiotic therapy, the organisms in such an unfortunate 
carrier are often difficult to eradicate. 

Hard searching may bring to light tubercle bacilli in urine from patients with 
systemic, but not manifestly renal, tuberculosis. Some people regard these 
tubercle bacilli as having been filtered off following a temporary bacteriamia, but 
it is more likely that the bacilli appear following the formation in the renal 
parenchyma of very small tubercles, which often heal subsequently. 

From infections of the urinary tract.—This forms the important group clinically. 
Urinary infections can reasonably be diagnosed if a freshly voided specimen con- 
tains both pus cells and organisms. In fact, the presence of pus cells, even if 
organisms are not clearly visible, warrants the diagnosis of infection as the cause. 
In contrast, it should be remembered that in children it often takes time for pus 


cells to appear in any numbers on such occasions. 


PATHOLOGICAL FACTORS LEADING TO INFECTION 
The healthy urinary bladder is remarkably resistant to infection, which will arise 
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only if the integrity of the lining mucous membrane breaks down. The latter will 


usually occur as a result of distension following obstruction to urinary flow or 
neurogenic disorder, or through the presence of an ulcerating tumour. In- 
strumentation of the lower urinary tract is often the immediate precipitating factor. 
Infection of the renal pelvis often occurs without any apparent underlying cause, 
and may arise also by extension from the lower urinary tract (pyelitis or pyelo- 
nephritis). ‘The renal parenchyma may become implicated in blood-stream in- 
fections (pya#mic abscesses, tuberculosis) or by extension from a_perinephric 
abscess. 
[he commoner causes of infection are 
(1) Following trauma 


Catheterization 
uldbirth 
c fractures 

Pelvic operations 
(Obstruction to urinary flow 

Benign enlargement of prostate 

Pregnancy 

(‘ongenital malformation 

Bladder and renal calculi 

Post re ynococcal urethral stricture 

l'umours obstructing ureters or urethra 
Neurogenic disorders 

| raumatic paraple via 

Disseminated sclerosis 

labes 
lumours 

Carcinoma of bladder, ureters or pelvis of kidney 


Carcinoma of large bowel or uterus extending 


rote 


Primary renal infections 
Acute pvelitis 
Pywmic abscesses 
luberculosis of kidney 
I-xtension from perinephric absce 


Diabetes mellitus increases the risk of urinary infections. Gonococcal urethritis 
is not considered here as its normal presentation is by way of urethral discharge 


and not through bacilluria. 


THE INFECTING MICROBES 
By far the most common infecting agent is B. coli or one of the closely related 
variants such as B. mucosus capsulatus (Lactis aerogenes) and the group often called 
the paracolon bacilli (late lactose-fermenting forms and B. colt anaerogenes). ‘The 
non-hemolytic Streptococcus fecalis or enterococcus is often present, either in 
company with B. coli or on its own. Tubercle bacilli are the important infecting 
agents in individuals who have ‘sterile’ pyuria. Organisms less often implicated are 
Staphylococcus pyogenes, B. proteus, Ps. pyocyanea and the Salmonella. If one of 
the first three is found, it is likely that some complicating factor causes the in 
fection, such as the presence of calculi, neoplasm, or even underlying tuberculous 
infection. ‘The Salmonella organisms, as mentioned earlier, may appear in the 


urine with or without pus cells. 


THE IDENTIFICATION OF THE MICROBES 
If, in cases of infection, the clinical state of the patient warrants a more exhaustive 
examination of the urine than that provided by simple direct microscopy, then 
recourse must be had to the male mid-stream, and female catheter, specimens, 
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collected into sterile glass containers such as screw-capped bottles. Such samples 
can be examined bacteriologically and the infecting microbes identified. A detailed 
account of the procedures used for this purpose would be out of place here, 
though a summary of the underlying principles may be appreciated. 

The first step usually consists in plating out the centrifuged deposit on to 
McConkey’s, or a similar, medium. The incorporation of lactose and an indi- 
cator into the agar base enables one quickly to identify the lactose-fermenting 
B. coli and near relations. Staphylococci and streptococci will also alter the 
indicator colour, but these can be differentiated through their characteristic colony 
appearances. The gram-negative bacilli which do not ferment lactose can be 
identified through other properties, i.e., the spreading behaviour of B. proteus, the 
green colour production of Ps. pvyocyanea, the sugar fermentation properties, and, 
particularly in the case of the Salmonella group, agglutinations with specific anti 
sera. ‘luberculous urine will usually be sterile on culture on McConkey’s medium, 
though occasionally secondary invaders may be present. ‘The tubercle bacilli are 
identified by staining the concentrated deposits of twenty-four hour urine saves or 
early morning specimens with the Ziehl-Neelsen or similar stain. Acid-alcohol-fast 
bacilli of characteristic morphology against a background of pus cells make the 
diagnosis of tuberculosis virtually certain. Only if the organisms are not seen after 
repeated examination from three or more saves is it necessary to resort to the more 
sensitive Léwenstein medium cultures or guinea-pig inoculations. ‘he fact that 
in these circumstance it takes two to six weeks for the bacilli to be identified is 


often a matter of great clinical inconvenience. 


THE SENSITIVITY OF MICROBES TO ANTIBIOTICS AND 
CHEMOTHERAPEUTIC AGENTS 
When the infecting organism in a case of bacilluria has been identified it is often 
requested that its antibiotic sensitivity be determined. ‘The cultural conditions for 
the microbe in the presence of an antibiotic on an agar plate on the one hand, and 
in the urine of a human being on the other, are so different that it is much better 


practice to treat the patient with the antibiotic or chemotherapy known to be etfec- 
tive than to be influenced by the laboratory test. If the expected cure does not take 
place, then there is a case for a thorough laboratory investigation of the reaction of 
the microbe to the available drug in the high concentrations that obtain in the 
urine, as well as a clinical one towards the underlying cause. For B. coli infections, 


sulphonamides are still the drugs of first choice, with streptomycin available if 
needed. Penicillin is suitable for staphylococci and streptococci, and chloram- 
phenicol is specific in Salmonella infections. The definite risk of inducing a fatal 
aplastic anemia must limit the use of the latter drug in other infections. B. proteus 
and Ps. pyocyanea react poorly to antibiotics. ‘The former may respond to massive 
streptomycin therapy briefly applied, whereas oxytetracycline and polymyxin have 
sometimes been effective against both organisms. Often the microbes will dis- 
appear only if the underlying urinary tract abnormality can be eradicated. ‘The 
treatment of manifest renal tuberculosis is always primarily surgical, but strepto- 
mycin, PAS and isoniazid are aids to a speedy and complete cure. 
J. L. PINNIGER, D.M., M.R.C.P. 
Physician-in-charge, Clinical Laboratories, St. Thomas's Hospital 





NOTES AND QUERIES 


Premenstrual Mastalgia testosterone should be given, 5 mg 


on the same lines as the ‘ethisterone 


QUERY \ patient aged 28 years has pain in the should not be given for longer than thre: 


breast, mostly on the right side but sometimes on months, and later 5 mg. once daily can be tried 


both sides, during the ten or fifteen days before It is very important, if androgens are given, to 


menstruation. A slightly indurated area can be give breaks between courses of treatment 
palpated during the pain but disappears with it Although the condition described sounds very 


' 
Whilst the whole breast is painful and tender the like premenstrual mastalgia the presence of at 


indurated area is the point of maximum local lumpiness or ch 


lange 1 makes the 


tenderness. The pain has recurred ever since the onsideration of chroni mportant 
onset of menstruatior at the age of fourteen KENNETH Bow “nt —s. 

The menses have always been somewhat 
profuse, lasting six days, and the periods rather 


Stilbeestrol and Cancer 


She has had two children and the pain disap EI \ patient of mine has expre 


irregular, the iriation being up to ten days 


peared completely i ww pregnancy and i s about the use of stilbastrol 


lactation and for vear afterwards flushes of her menopause. She has been tol 


\ i 
Secretion of milk was good on both occasions a report, stated to be emanating from ‘Harle 


and both children were irelv on mother's Street’. that the use of stilbeestrol cause rise 


milk for nearly a year ve incidence of carcinoma in later life. | 
Could anything be ) ve these pains now of no figures to confirm this. May |! pas 
Are the indurated " develop into re Question to you 


neoplasms , _ , , 
I RepLy Stilbestrol has been widely used 


REPLY ‘The is probably an exaggeration linical practice for about sixteen years but to 
of the normal pr nstrual condition of the date there is no evidence that its use raises the 
breast. Such an exaggeration is not uncommor incidence of carcinoma of the uterus. The chief 
and is characterized iability and is often drawback to its use is that withdrawal bleeding 
associated with othe symptoms such as irri mav simulate cancer of the uterus in a womar 
tability and also alteratio n the periods. It at the climacteric or in the menopause while the 


seems to % worried individuals and an endometrium may become hyperplastic \! 
underlying factor may be the fear of malignancy though an expert gynecological pathologist will 
or its development. Although the truth about not confuse this astrogen-stimulated hyper 


the relationship between the rhythmic changes plasia with cancer of the corpus, on rare occas 
in the breast tissue induced by the ovarian ions he may be compelled to report that he 1 
hormones and the ibsequent development of unable to exclude cancer. This may demand 
cancer is not yet fully understood, this should further curettage or even hysterectomy. The 
not prevent her doctor reassuring her condition arises out of overdosage with estrogens 
l'reatment first consists in trying methods to over prolonged periods. If, however, stilbeestrol 
decrease tension and engorgement of the breast js used in small doses, e.g. 0.5 mg. to 1 mg. dail, 
tissue A brassi¢re should be worn which in courses of sixteen to eighteen days with 7- to 
effectively lifts and supports the breast from 10-day intervals, relief of flushings is obtained 
below and it may help if it is worn at night as without (or at least usually without) oestrogen 
well. Fluid intake during the premenstrual withdrawal bleeding 
fortnight should be restricted and ammonium Proressor H. C. McLaren. 
chloride given orally, 10 grains (0.6 g.) three 
times a day, will y decreasing retention 


of sodium 


Infective Hepatitis in Pregnancy 


(Estrogens are not advised as they increase QUERY \ patient, aged 2s, gave birth to her 


Endocrine ‘ it has its disadvantages 


difficulties by altering the menstrual cycle. At second child on July 28, 1953. Her last men 
the age of this patient progesterone could be strual period was October 13-19, 1952. She had 
tried, given orally as ‘ethisterone’, 5 to 10 mg infective hepatitis, with marked jaundice, be 
sublingual!ly thrice daily for ten days before the tween March 1-25, 1953. The child is mentally 
period. The use of this can have no repercus defective: this was only recognized at the age of 
sions. Androgens are quite effective in treatment 3 months. The family history is good on both 
but have the disadvantage of introducing the sides and there is no consanguinity. The child 
slight risk of masculinization. If tried, methyl shows no other stigmata. Can you tell me 
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whether there is anv evidence suggesting that 
there is a correlation between infective hepatitis 
during and mental defect in the 


child? 

REPLY When 

pregnancy, prognosis for the child is good. 
Hsia, Taylor and Gellis (J. Pediat., 1952, 41, 

13) followed II children from suc h pregnancies 


pregnancy 


infective hepatitis occurs 


for up to 14 years, and found no evidence that 
followed the disease All the 
children were physically and mentally healthy 
Kass (Acta Paediat., 1951, 40, 239) and Kellog 
and Wesp (Amer. 7. Obstet 1951, 62, 


however, report physical 


abnormalities 


Gynec 


some major 


1153), 


abnormalities in children when the illness has 


occurred early in pregnancy 


As, in the case in question, the disease 


weeks, it 


had 


developed at 20 would seem most 


improbable that the-mental deficiency resulted 


from this 
MecCiurt 
F.R.C.S., 


The Rh Factor and a Third 
Pregnancy 

QUERY 
D) and her husband Rh-positive (CDe/cDI 
here 


Proressor |. ¢ BROWNE, 


M.R.C.O.G 


\ female patient is Rh-ne wative (teste d 


presumptive homozygous positive have 


been two normal pregnancies. No antibodies 


were demonstrated at 34 weeks im the second 


pregnancy, or again two years later (the patient 
not being pregnant) 

What are the prospects of a third pregnancy 
third child is an 


he) may be 


being perfectly normal. If the 
Rh baby’ is it possible that he (or 
severely jaundiced 

When an Rh-negative 


resulting in 


under 
Rh- 
forming Rh 


REPLY. woman 


goes successive pregnancies 


positive infants her chances of 


antibody increase in successive pregnancies. In 
her first pregnancy the chance is only about 1 in 
100 but in her second pregnancy the chance is 
about 1 in 10. In the third pregnancy the chanc« 
is probably only slightly higher—perhaps 1 in 
8. Thus the chances that th 


about 7 out of 8 


third pregnancy will 
be entirely normal are Even if 
the patient should form Rh antibody the chance 
that the infant would be only mildly affected is 
about 10 to 1 
over-all chance that in the third pregnancy the 


affected 


Thus, in the case referred to, the 


patient will have a severely infant is 


not more than 1 in 8o 


P. L. Mo 


Pubertas Preecox 
Query (from a reader in Yugoslavia).—-I have a 
patient, a boy of one year, who has abnormally 


de veloped external ue nitalia. I enclose a photo 


graph of the boy in question. The pregnancy and 


PRACTITIONER 


the birth normal. After two to three 


months it was observed that the 


were 
scrotum started 
to develop beyond its normal size¢ 
then 


Gradually, 


although the 


penis did not show any abnormal pro 


portions. however, the also 


penis 
became larger, especially during the past thre« 
to four months, and it is now the size of that of a 
is particularly 


boy of about 15 years. The size 


noticeable during erection. There is no growth 

of body hair, apart from the pubic area 
Lately, the child has had 

repeated several times during the day 


attacks 


which are 


T he st 


attacks 


could be compared with those« 


differ u 


, "” 
keeps } ves partia 


epileptic, although they certall 
child 


or deforms the 


as the 
twists 


moans loudly. During these attacks 


enlarges, but not to full erection. The 


and moaning during these at 


roughly compared with ki 


though this is difficult to ascertair 


Apart from these anomalies, the 


physically and psychologically well d 


for his age. (The extended tongue in the pho 


graph is not a sign of macroglossia or myxeeden 
but a chance movement of the child during the 


takingof the photograph.) He shows interest in h 
surroundings, plays and reacts acco | 
pronounces some syllables, such as 


ta’, and walks if helped. The bk 
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child and of the par i ma parent 


ire in their thirt nd } st child 


pre&cox 


sexual precocit y nditior 


may be caused i ‘ nour ; bovs 
ore ottet 

regior 

attacks in the 

nosis of a turn 

ventric ulk wr iph 


hnormonal assay 


adrenal 
quently 
a pre atl 
n the urine 


testict 


; Clinica 
Weinberg, | 
niern Vie ] 


Goat's Milk 


1US¢ 


inmemia but it 


goat's cow's 
In my t acid preparations 


like elledon ¢ I 1 valuable 

such cases. In a ’ a allergilac liquid 
the lactalbumin ha ! ( 1 and the fat operator 
reduced. A milk sub soy’, based or holding 
soya flour, has als | treatment eft hand and 


ot allergy to cow 
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the cork is placed firmly behind the lobe and the 
needle is thrust quickly and forcibly through the 
lobe into the cork. The removed 
from the which The 
sleeper is opened and the pointed end is intro- 
duced into the tip of the needle, and, by pushing 
with the sleepe r, the needle is pushe d out of the 


cork is now 


needle, remains in situ 


lobe leaving the sleeper in place. This method 
the difficult task of 
the sleeper in a track previously made with a 
The 
right of the patient and pierces the 


eliminates trying to insert 


cutting needle operator now stands on the 
right ear, 
holding the needle in the right hand 

It is that 


pierced at the same point, and if necessary this 


essential both ears should be 


can easily be ensured by standing directly in 
front of the patient and marking the ears with 
spot’ of tincture of todine 


The 


put a little petroleum jelly on the sleepers and 


the smallest possible 
or other suitable substance patient must 
rotate them daily for several weeks to ensure that 
The 


wee ks, and 


a permanent tunnel is formed sleeper 


should not be removed for several 


either sleeper or ear-ring must be worn con 


three to four months, otherwise 


The 


most suitable as 


tinuously for 


the tunnel will close standard-size trans 


fusion needle is the its tip will 


just admit that of the opened sleeper 
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Intravenous Anesthesia in 
Dentistry 


QUERY I 
of a 
‘Anzxsthesia in 


make of the meat 


Blair 


dental 


want to sure <« Ing 


article 


The Pra 


ubheading 


sentence in Dr Gould's 
chair i 
the 


Dental Chai 


the 


titioner, August 1953. Under 


Intravenous Anwsthesia in the 


p. 156, he writes Thiopentone should 


be given unless a second medical practiti 
present 
counting the 


I do not know if you are 


medical fancy th 


United 


as a practitioner (I 


States they sometimes do 


two medical practitioners and 


present 
REPLY 


but in my article 


I cannot of course give a legal oy 
re 
I had in 


practitioner 
then 


the practice 


na 
Trini 


dental giving thiopentone su 


handed and doing extractions ind 


like ’ 
the 


and presumably the nurse« 


patient meanwhile | ould not consider 


this practice in the best interests 


patient 
doubt if it is in the terests 


the if the 


Similarly, | 
of any oft parties 


a dental prac 


R. Barr 


administered by 


(sO 
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Painless Injections in Children 


He following method of rendering injections 


yaIN ess oO children ts described ane recom 
| t hild lescribed 1 


MacKenzie (Journal of 


1954, 44, 


zephiran’, 


mended by E. P 
Pediatrics, April 


aqueous solution of 


421 4 1:1000 


with colouring 


material added tor psychological effect’, is 


poured into the ice-trays of a refrigerator and 


Immediately before an injection ts to be 


the 


frozen 
rubbed 
until chilled 
and the injection 
The 
uses this technique in ‘all patients old enough to 
all skin- 


require a 


given, the site of injection ts firmly 


with the ‘zephiran’ ice-cubs well 
and temporarily anesthetized 
given rapidly with a sharp needle author 
remember pain and fear injections’ for 
puncturing procedures that do not 
dry field, such as vaccination, or immediate free 


bloc d, 


It is pointed out that the temporary 


flow of such as bleeding time deter- 


minations’ 
anzsthesia is cutaneous only and ‘without effect 
on subsequent pain or stiffness, or the pain of 
On the other hand, 


skin 


injection of large volumes’ 


the psychological reaction to piercing the 


is eliminated’ 


Anticoagulants in Coronar\ 
Occlusion 


HE use of mary 


anticoagulants in core 
William Evans ( Proceedings 
May 1954, 47, 


pomts out that a 


is condemned by 
the Royal Society of M 


318). In the 


ticinme 
first place he 
cardiac intarctior 


reported 


analysis of 2,351 cases of 


with necropsy findings litera 


ture, shows that no clotting 1m _ the 


irteries was found in 57 cent. of 
that had 


procedure 


per 


Chis means anticoaygulal 


been a universal in thes 


would have been given to prevet 


which certainly never took place in 1 


Neither can he find any evidence 


effect 


2,351 patients’ 
that the use of anticoagulants has had any 
the 


upon mortality rate in coronary occlusior 


On the question of thrombo-embolic episodes 
cardiac infarction, he reports that among 4,451 


control cases, thrombo-emboli« episodes 06 


curred in 580, or 13°,, whilst among 1 


11s cases 


treated with anticoagulants 105, or 9 showed 


Ihe that 


thrombo-embolism can be 


deaths 


reduced t 


this complication claim from 


negligible 





AND 


proportior by ant there 


fore, been substant severe 


haemorrhage ever super 


Visio 


reference 
ding 


questionnal 
in the [ 


compli at 


ous 
rh igi< 


of then 45 


bleedir 


Choice of 


ARATIVE 


7 hu 


I MacMillar 
May 


complica 
ises in which 
cases 1n 

‘ 


used 
were 
pheny 
wranulo- 
1 fatal 
hepari 
requir 
—_ 


rec 


anti oagul in 


ufficient! 


t tiaf 
S satis 


coagular 


orders 


Phenylbutazone in Hodgkin's 
Dise aS¢ 


un the 
Rottino 
Vedicine 
onclusion is based 
observed 1 iod of 


all but f 


and 


Internal 


their experience 


75 cases eighteen 
months been treated 
with deep x-ra l or triethylene 


Qi 


striking effect 
the & patient 


t the cor 


Calcium Gluconate in Induction 


of Labow 


teria 


there is no dispr 


cenywaye 


eff: 


and 1s 
east partly 


ke \A pri 


Most 


induced 


ancies 
were 


ies, artihcial rupturé 


ser 


aT ) number 


Ther 


66 cases 


required in 


of were 


injections pitocit 
primigravide in the series \ : juratior 


labour 8&8 166 


hours 2s minut ) nd 
erage dur: labour 7 hour 


multi 





I0O THE 


the induction was a 
for the The 
induction included 26 
There 
foetal 
erythroblastosis, 


166 


minutes). In cases 


matter of convenience mother 


medical indications for 


cases of maternal toxemia were no 


maternal deaths, but four deaths: one 


anencephalic, 
and a premature (36 weeks) induced because of 


one deadborn 


maternal toxemia. The fourth death was a full 
die d 


prolapsed cord, but its death did ‘not seem to be 


term baby who late in labour due to a 


attributable to the induction’ 


Pethidine in Bronchial Asthma 


A. Herschfus et al. (Annals of 


March 1954, 49, 506), pethi 


ACCORDING to J 

Internal Medicine, 
dine ‘used in proper dosage is a very useful and 
treatment of the 


safe drug in the patient in an 


acute asthmatic attack or in status asthmaticus 
when the usual methods of treatment have failed 
or fastness to epinephrine or aminophylline has 
function studies before 


developed’. Pulmonary 


and after the subcutaneous administration of 50 
to 100 mg. of pethidine in 14 patients with acute 
bronchial asthma showed diminished hyper 
ventilation in all, an increase in vital capacity in 
12, an increase in maximal breathing capacity in 
seven, and slight respiratory depression in one 
Arterial blood 


no significant changes in the blood gases or pH 


studies in four patients showed 


Mild side-effects were noted in ‘several patients’ 


dizziness, sleepiness, nausea and vomiting 


Pethidine 


with barbiturates or ‘along with high concentra 


should not be given in combination 


tions of oxygen in patients with chronic hypoxia 


secondary to chronic pulmonary emphysema’ 


Its routine use in bronchial asthma is not recom- 
mended, but no evidence of addiction has been 
found in patients given pethidine, orally or 
parenterally, at six- to eight-hour intervals for 
‘even when this 


davs, 


periods of two to five 


course was repeated at several weeks’ interval’ 


The Present Status 
Pneumothorax 


of Artificial 


PrRovipED that no obvious contraindication 
exists, pneumothorax should still be considered 
when the treatment of a patient with pulmonary 
planned’ 1s_ the 


Foster-Carter (British 


considered 
Vedical 
Bulletin, 1954, 10, 150), based upon the results 


tuberculosis 1s 
opinion of A. I 


of a follow-up investigation of 447 patients with 
cavities who were treated by artificial pneumo- 
thorax at Brompton Hospital Sanatorium, 
nve-vear period, 


had 


patients 


1937-42 
antibacterial 


Frimley, during the 
None of 


therapy 


these any 


Ot 


patients 


the 92 whose pneumo- 


thoraces were classed as ‘satisfactory’ (i.« 


PRACTITIONER 


cavities collapsed and no adhesions), 80 sur 


vived eight years. Of the 242 whose pneumo 


adherent-satisfactory’ 


j 
losed 


thoraces were classed as 
but adhesions over 


Of 


(1.€ cavity or Cavities ¢ 


the diseased area), 82°, survived eight years 


the 113 ‘adherent-unsatisfactory’ patients, only 


versior 


36 survived this period 
the 


Sputum cor 
occurred in 8o of with 
had a 


the 


patients positive 


sputum who satisfactory’ coll and 


in 35 of 


Apse 
adherent-satisfactory’ patients, 
of these with ‘adherent 
The chief 


pneumothorax are 


compared with only 41 


unsatisfactory’ collapse contra 


indications to artificial 


extensive lung destructor acute exudative 


disease, proved tuberculous ulceration of a major 


the 


presence of | tension cavities 


bronchus 


und of large, solid tuberculous foci in the lung 


The 


author ( elect < 


general conclusions of 


lateral 


following are the 


the unl 
AP can achieve « ll sul vat have 
superseded vity cl 
is the 
Adhesions that d« 


effect on the 


ses 


vet been sure 


freedom from adhesions key to successful 


pneumothorax treatment » not 
prevent cavity closure 
prognosis. (i) It supplement 
AP treatment with il drugs 
in the hops 


the future 


Vitamin A in Acne Vulgaris 


Tue effect of large doses 
treatment ot 


by K. D 
the Indiar 


ulgaris | 
Lahiri and F. J. Scandrett ( Journal 
Vedical Associatiqgn, March 1954, 23, 


1 series 


acne 


forms of treatment 
During the period of 
treatment was 


no other 


given 
vitamin A ly, was 10¢ 
The 


was 2 i 


given ora 
time taken for d sappearanc 
months in 30 


Cases ; 


cases; 54 months in 10; 6 months five 
The 
treatment 
at the 


the 


more resistant patients required 


onger 


but all could be regarded as cured 


end of six months As an explanatior ot 


action of vitamin A in acne itt is suggested 


that ‘of the many factors alleged to play 


réle in the pathogenesis of acne large d 


prolonged period might d 


the 


vitamin A over a 


much to alleviate sex hormone imbalance 


and might eventually restore the androgen 


cestrogen ratio’ 


Naphthionin in Ophthalmology 


NAPHTHIONIN’ (sodium «-naphthylamine-4-sul 


a hemostatic which car 


The 


fonate) is claimed to be 


be given intravenously results of its use in 
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284 ophthalmic operations are reported by S.-R 
April 15, 1954, 43, The 


was Ic I containing I gramme 


Pirquet (Praxis 321) 
dosage used 
of ‘naphthionin or intramuscu 
Hamor 


these 


larly one or two h« operation 


rhage occurred in and in 12 of 


further injection o 


in the 


this was controlled 


naphthionin’ postoperatively other five 


cases several injections were necessary over the 


course of several days. The results of the use of 


naphthionin’ for this purpose are described as 


most satistving 


Ascorbic Acid in Hepatitis 


DHE w 


us ad ation of ascorbic acid 
ilue by H. Baur and H. Staub 


Vedizinische Vi rift, Ma 


in the atment of 11 cases 0 


travem 


was found of 


( Schweizerische chenscn 


tre t 


22, 1954, 84, 595 

epidemic hepatitis. ‘The dosage was 10 grammes 
? 

| al saline dail 


] 


accelerated 


of ascorbic acid 1 litre of norn 


five days. It is claimed that this 
bil 


for 


the fall in serum rubin, shortened the period 


of urinary excretion of bile pigments, facilitated 


j 


gain in weight and sh 


No side-effects 


wrbic ack \ possible 


rtened the duration of the 


illness were encountered from 


the use of asc mechar 


this actior ascort acid dis 
effect 


the 


sms for ire 


cussed: that it exer and that 


it acts imdirectl disturbed 


metabolism of the 


Sterile Handling of Feeding- Bottle 
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REVIEWS OF BOOKS 


Lectures on General Pathology. Evitep By 
Str Howarp FLOoREY, M.D., F.R.C.P., 
F.R.S. London: Lloyd-Luke (Medical 
Books) Ltd., 1954. Pp. xiv and 733. 
Figures 348. Price 63s. 

Tuts book its 

selective, it is limited to general pathology ex- 


very welcome: it is new, it ts 
cluding tumours and it gives a clear idea of the 
content of the course at Oxford. Florey edits the 


book and contributes ten chapters; nine other 
pathologists, distinguished in various branches 
of pathology, contribute a further twenty-seven 
chapters. The chapters represent lectures given 
in the course and each author lectures on a sub- 
Books 
of this kind have the great advantage of having a 
part 


ject in which he ts particularly interested 


master of his subject dealing with each 


Considering the number of lecturers and the 
wide range of subjects discussed, it is surprising 


book 1s 
to treat of some of the fundamental 


how well balanced and integrated the 
Its aim is 
changes that take place in the body in responss 
to injury, using the word in a broad sense, and 
to discuss some present day views about the 


nature and causes of such changes’. This is a 
very wide programme and embraces inflamma- 
tion, healing and regeneration in organs and 
tissues, degeneration, necrosis and calcification, 
cellular and tissue reaction to viruses, reactions 
of the blood effects of 


radiant energy, some eleven chapters on anti- 


to injury, biological 
gens, antibodies, virulence of micro-organisms, 
serological reactions, immunity and anaphylaxis 
In addition to these there are chapters on the 
functional significance of connective tissue, 
hemorrhage, shock, edema, chronic inflamma- 
tion, tuberculosis, influence of drugs on inflam 


matory processes and mode of action of 
antibacterial substances 
The majority of these 
with skill that the tale 
straightforward and full of interest 


the subject and partly by the 


subje cts are treated 


such appears simple, 
Partly by 
the nature of 
method of presentation some few of the chapters 
difficult Most of the 


chapters or sections have excellent summaries 


appear and complex 


and the unevenness of the treatment is well 
illustrated by comparing the summary of lecture 
22 with a summary of any of the other chapters 
Many of the parts have an excellent and brief 
historical introduction and an adequate list of 
references. In the preface the editor states ‘It 
is to be emphasized that the lectures do not 
form a complete survey of General Pathology’ 

The illustrations are uniformly good ; the book 


is very well printed and produced and can be 


recommended to senior students ar 


ot pat he logy 


EDITED BY 
London 


Progress in Clinical Surgery 
RODNEY SMITH, M.S., F.R.C.S 
J. & A. Churchill Ltd., 1954. Pp. x and 
414. Illustrations 112. Price 36s 

THis new work fills a similar place to the same 

Recent 


progress 


publishers’ Advances in Surgery It 


reviews the that has taken place in 


surgery and the parasurgical sciences during 


recent years and attempts to assess the position 
The 


and, as 18 


suthors 
books 


vewhat 


book is written by twenty 


with all 


today 
inevitable 
of the contributions is son 
patchy. The fluid 
(Charles Rob), acute intestinal obstruction, par 
(Rodne 


neuro 


composit« 


the level 


chapters on replacement 


creatic surgery, and = splenectomy 
Smith), general peritonitis (Tim Till 
peripheral 


best. The 


covered very 


surgery (Valentine Logue) and 


vascular surgery (Sol Cohen), are the 
surgerv, however, ts 
The 


an examiner, the examiner who hopes to stump 


whole of 
] 
| 


adequately candidate who intends to face 


a candidate, and the surgeon who wishes to 


keep up to date will all find this a most useful 


book W hen 


plural of ductus ts not ducti (p. 294 


another edition comes along, the 


Ulcerative Colitis and its Surgical Treat 
ment. By BrYAN N. BROOKE, M.« 
F.R.C.S. Edinburgh: E. & S 
Ltd., 1954. Pp. ix and 147 
Price 375. 6d 


Livingston 
Figures So. 


[Here have been big strides forward in _ the 
practical management of ulcerative colitis in th« 
past few years and this book records the prac 


tical experience of a surgeon who is particularly 
interested and who has the good fortune to be 
associated with medical colleagues who help hin 
to investigate fully his cases. It is essentially a 
monograph expressing personal views and ex 
periences, although the literature is’ well 
covered. It is an important contribution to be 
actively dealing with 


Brvan Brooke’s views 


etiology will not be 


read by all practitioners 
these problem cases. Mr 
on the classification and 
accepted by all, but nevertheless his provocative 
presentation will stimulate thought and perhaps 
further studies. The 
The photographs are excellent but the 


initiate book is well pro 
duced 
colour pictures may be misleading, for reflected 
high-lights They 
hardly justify the added expense 


simulate ulcers probably 





REVIEWS 
By I 
ULFELDER, M.D 
W. B 
vii and 


In Atlas of Pelvic Operations. 
PARSONS, M.D H. 
Philadelphia and London 
ders Co. Ltd., Pp 
Price {4 10s. 

COMING 

Boston 

Meigs, 


one It i 


and 
Saun- 
231 


1953 


from the school of 


be 


gynzcology 


and aring us tribute to 


this 


grack 
atlas to 
book is 


text 


would expect 
The 


yperations 


one 
good scope of the 


describe standard in succinct 


freely by 


lifferent 


illustrate them line diagrams 


and « s of 


and to 
Phe 


tlons 


pros types ot opera 


and their indications are not discussed 


and conveys the results 
The d ul to be 
of ov 


ufhicient 


The text ts to the point 


of experience met are 


described and also 
The 


illustrate 


suffer from the 


Ways ercoming 


them diagrams are in number 


their though they 


tund 


and poimts neces 


sarily amental defects of 


line diagrams in any work on 
In rti 


page 


ope rative surgery 
illustrations 


the 


order to set ft 
the con uty of 


on a 
so that 
the 


operation 1s 


conveyed DOOk i breadth of 


that it 


page 
desk to 
the 


must be pl i i table or 
read easily. It does ncourage 


comfort of armchair 
ARTHUR 
Illinois 
Blackwell 
Pp 
6d 


gap between ex 


Cardiology By 
M.D Springfield, 
Oxtord 
Litd., 1953 


Price 573 


Phystological 
RUSKIN, 
Charles ( 
scientinic 
xx and 37 


I homas: 
Publications 
Figures 9 


Inuts book seeks t 
perimental physi y and clinical medicine. It 


oes so admirab t ven more stress 
issues de 
Hvydrauli 


other physical laws ropounded 


might have been | practical 


riving from physiolog st ind 


udies 


and their 


application 1 ar rk and vod flow is well 


set out. It we have more des 


criptions rf nethod sed oO measure the 


physical and aniants from which 


conclusions af Instances of lack of 


between instrumental findings and 
What does 
what should happen The 


Don't be 


well the 


correlation 


clinical events rece little attention 


happen ts not always 


author quotes Claude Bernard 


ifraid of contradic and he sets out 


pros and cons of n topics but one ts often 


left in doubt a the author be 


The \v 


well described. There 


hirmselt 


heves ariet of heart failure are very 


is nothing said of radio 


isotopes in physiological studies 
the 
point 


ne thods 


b« ” »k 


and 


Perhaps the mau al f for 


to 


1s 


some particular those 


reference 


using modern cardiologica will find 


it of value, but it 1s too advanced for the average 


tudent and doctor 


OF BOOKS 


Sudan Doctor. By Leronarp Bot 
M.D. London: Christopher Johnson Pub 
Ltd Ig54 Illustrated 


15s 


lishers 


Pp. 201 
Price 
his 
eight decades (he ‘ born u 
field has 


reminiscences 


DRAWING upon memories 
1876 
writter 

To n 
with 


be 


snubbed 


entertaining 


many readers the 


chapters dealing Cambridge 


t 


London Hospital w the 
W.G 
the ¢ 
the 


neck 


by an irate 


mos 
by 


Frederick 


interesting 
being the « 
ugular vein while operating on glands in the 
i 


Csrace iptain 


ambridge 
nis war 


Head being chased down 


Henry 
irat 


patient who resented the or 


ventional pin-prick test for cutaneous sensitivit 


hese and a host of other memories, recount« 


in a somewhat macabre strain, whet the appetit« 


for more Ir comparison the Sudanese 


memories, which cover the period 1906 t 


One 


1y25 


ire somewhat dull becomes rather 


the suthor t 


hi 


epis 


repeated examples of the 


On the 


rigwet 


happiness other hand descriptions 


lical des hold the 


here 
instance, s descriptior ot the 


the 


of personalities and me 


to the end 


Inspector General of Sudat 


thirteen rows of decorations and n 


stretched almost from his 


In m macabre style 


of the 


crutch re 


nude wite 


ficial 


lescriptior 


dipsomaniac 


English biz 


I qually 


the 


arre 


wic, is the story of English dent: 


built up a flourishing practice among a cert 


native tribe by boring holes in their upper 
teeth 


ind itation diamond 


Ihe only 


inserting in 
in them with 


f the 


cement 


DOOK ts the maf 


unintelligible ever 


countrys 


Dr. A 
1Q54 


By Prot 
Lehmanns 


Fehler in der Geburtshilfe 
Mayer. Munich: J. I 
Pp. 68. Price DM 3.5 


AK Wi 


worth rei 
th 


it indicates the 


mistakes which 
Che 
such as 1 


the 


and discusses them are 


r practical headings stakes 


ve diagnosis of pregnancy termination 


pregnancy, ant ital treatment, operations, the 


puerperiun newbort Ihere lsc 


chapter on medical consultations in obstetric 


he gene lerlving tone book 


. 
103 


SFIELD, 


lreve cutting 





104 THE 
that it is most important to learn when not to 
interfere rather than merely to use techniques, 
and that there must be a sound appreciation of 
moral values in the doctor 


Sleep. How to Get More of it. By CHAPMAN 
PINCHER, B.Sc. 
1954. Pp. 120. 


The Daily 


Illustrated. 


London 
Express, 
Price 5s. 

Tuts book from the pen of one whose name ts 

Daily Express has 


all the attributes which one has come to expect 


familiar to readers of the 


from a successful member of the Beaverbrook 


team—eminently readable, reasonably accurate 


and pleasantly provocative. Mr. Chapman 
Pincher has obviously 
the subject, kept up to date with the literature 


that of the 


given much thought to 
and used his own experience and 
readers of his paper as a touchstone for testing 
the hypotheses of the research worker. The re- 
sult is a book which will interest all, appeal to 


Like the 


good journalist he is, he knows how to ram his 


many and irritate a mere minority 
points home. Thus, to illustrate the fact that it 
is only in sleep that the eyelids do not flutter, 
he gives this advice to the ‘late-homing husband 


like to his clock- 


watching wife is really asleep’: ‘If your wife’s 


who would know whether 


eyelids quiver, she is not asleep; if they do not 


move, she is’. Of snoring Doctors estimate 


that about twelve out of every hundred people 
miserable 


snore regularly enough to make life 


for their sleeping partners. This means that in 
Britain alone the happiness 


and a half marriages is menaced most nights’ 


f about a million 
On waking up: ‘Most people are not sufficiently 
alert 
control over their emotions so it is usually wise 
breakfast 


immediately after rising to have proper 


to avoid controversial topics at the 
table. Saving them until the evening may pre- 
vent domestic distress’ 

There are few practitioners who will not 
learn at least one useful tip from the book. It is 
the best five shillings-worth the reviewer has 


read for a long time. 


NEW 
Texthook of Obstetrics, 
M.D., F.R.C.P.1., F.R.C.0.G., in its second edition 
(William (Medical Books) Ltd., 


appears three years of the first 


EDITIONS 
by John I 


Cunningham, 


Heinemann 
405.) within 
edition. This in itself speaks for the apprecia- 
The book has 


now been thoroughly revised, a certain amount 


tion with which it was received 


of new material added, the chapter on ante- 
partum hemorrhage rearranged and consider- 
able that dealing with 


abnormal uterine action. The book is essentially 


alteration made in 


one for the undergraduate, but it belongs to the 


PRACTITIONER 


group of smaller textbooks the reading of which 
requires supplementing with generous clinical 
teaching if the reader is to have a balanced and 
subject Sound, 


comprehensive grasp of the 


reasonably authoritative, yet capable of stimulat 
ing thought, it can be recommended with con 
fidence. When dealing with ethical questions the 
author does so from the standpoint of a Roman 
Catholic and states that the methods taught are 
ethical standard of that 


in accordance with the 


Church 


Recent 
intibiotics, by F. C. O 
R. A. Shooter, M.D., in its third 
4. Churchill Ltd., 27s 
account of the antibiotics now available 
Rightly, though the work is 


idvances in Chemotherapy, Vol. 111 
Valentine, F.R.C.P., 
edition (J & 


6d.) provides a detailed 


and 


for use 
in medical practice 
part of the ‘recent advances’ series, the greatest 
placed on that are 
The first part deals with 


emphasis is those most 
commonly prescribed 
the properties and effects of the various anti 
biotic agents. Valuable chapters then follow or 
the development of resistant organisms and on 
the general principles which should govern the 
choice and use of these The 


of the work is devoted to the action of 


drugs remainder 
anti- 
biotics in a wide variety of susceptible infections 


his book can be 


all clinicians who require 


confidently recommended to 
a lucid, readable and 
antibiotic therapy. It 


to the 


up-to-date account of 


forms an excellent guide rational pre- 


scription of these valuable but generally ex 
pensive drugs, whose indiscriminate use is not 


without danger 


Practical Medicine, by 
PH.p., and D. M. Dunlop, 
fourth & S. 
21s.) has undergone thorough 


Climeal 
+ 
M.D., F.R.C.P., in its 


Chemistry in 
Stewart, D.s« 
edition (I 
Livingstone Ltd., 
revision. For the senior medical student and the 
practitioner who wish to have a reliable guide to 
the subject which does not require a detailed 
knowledge of biochemistry, this is the best book 


As the 


selves point out in their preface, 


there is on the subject. authors them- 
‘biochemistry 
being over-emphasized in 


is in danger of 


medicine to the detriment of careful history 
taking and bedside examination of the patient’. 
This book goes far towards resisting this trend 
It is not a laboratory handbook, but a guide to 
the practising clinician, advising him as to 
which tests are useful in certain cases and guid 
ing him in the interpretation of the 


provided by the laboratory 


results 


The contents of the August issue, which will contain a 
symposium on ‘The Collagen Diseases’, will be found 
on page Ixxviii at the end of the advertisement section 


Notes and Preparations, see page | 
Fifty Years Ago, sce page 111 





ANNOUNCEMENTS 








‘Surprising how quickly that 


youngster’s recovered... 
glad | told his Mother 
about Ribena... and 
what a hit it made 
with the patient!”’ 


Doctors themselves, in the 

general course of practice, 

have made Ribena one of the 

most widely recommended 

health drinks in the 

country. Ribena contains pure Blackcurrant Juice 

» one of the richest sources of natural Vitamin C, 

— “a together with natural glucose and fruit sugar, and 
sweetened with cane sugar. May we send you a free sample bottle of 


Ribena and a copy of “ Blackcurrant Juice in Modern Therapy"? 


Dept. F/9, H.W. CARTER & CO. LIMITED, 
The Royal Forest Factory, Coleford, Glos 





The secret is to take 


| Ribena 


today 


The Blackcurrant Juice Vitamin C Health Drink 
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CRYSTAL oO 
IMPLANTATION 


is most easily carried out 
by the Cannula method using 


fused cylinders of steroid hormones 


PRODUCTS INDICATIONS 


OESTRADIOL Natural and artificial menopause, infantilism, 
inoperable prostatic and senile mammary 
carcinoma. 


TESTOSTERONE = Male hypogonadism, male climacteric, inoper- 
able mammary carcinoma, endometriosis. 


PROGESTERONE Habitual abortion. 


Addison's disease. 


xX A complete paper on this subject covering technique, 
principles, and method is available on request. 


Cannula sets available in suitable diameters. 


@) RGANON asorarories LTD 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


TELEPHONE : TEMple Bar 6785 /6/7, 0251/2. TELEGRAMS : Menformon, Rand, London 








NOTES AND PREPARATIONS 


PREPARATIONS 


spec ial 


NEW 
“COVICONE” cream is ‘a 
combination of silicone (dimethylpolysiloxane), 


plasticized 


and castor oil suspended in a 


It has been 


nitrocellulose 
greaseless vanishing cream base.’ 
introduced as a ‘ protective skin cream for use 
against contact dermatoses and allied conditions’ 
such as * occupational dermatoses, lesions irri- 
tated by 

fluids and 
only contraindication is 
application on rash or wet, exudative lesions.’ 


scratching, inflammation from body 
The 


* direct 


soap and water dermatitis 


said to be 
Supplied in tubes of 1 ounce and jars of 16 
ounces. (Abbot Laboratories Ltd., 3 Wadsworth 


Road, Perivale, Middlesex.) 


INSOLES’ contain 3.5% paraformaldehyde 


‘D.X 


and 0.15%, dichlorometaxylenol in excipient, 


relief of ‘hyperidrosis, 


It is claimed that 


and are intended for the 
bromidrosis and tinea pedis’ 
after wearing the ‘insoles’ for approximately 
two days the period of immunity, even in in- 
tractable cases, varies from two to twelve weeks 
or more. (Hinders Ltd., 174-192 Estcourt Road, 


London, S.W.6.) 


NOTI 


announce 


rICcAL 
& Co 
a myxomatosis vaccine 
The 
suspension containing the 
virus of Shope fibroma. Available 
sufficient for ten rabbits 


N.W.1.) 


PHARMACEL 
BURROUGHS WELLCOMI 
they now have available 
for the 


that 


protection of laboratory rabbits 


vaccine 1s a tissuc 
in containers 
of 5 ml., which is 
(183-193 Euston Road, London 
FILM NEWS 

Happe n (10 
has been 


Iccidents Don't mm. sound, 
running time 10 
Smith & Nephew Ltd 
Home Safety Division of the 


the Prevention of 


minutes) made by 
in association with the 
Royal Society for 
It is in the form of 
‘Mr 
housewives and 
Sound-Services 


Merton Park, 


Accidents 


a short, amusing story, starring Pastry’ 


and is intended for children 
Available on free 
Ltd., Kingston 


London, S.W.19 


trom 
Road, 


2609 


REFRESHER COURSES IN 
TUBERCULOSIS 
Two refresher courses in tuberculosis are being 
organized by the National Association for the 
Prevention of Tuberculosis, to be held in the 
University of Glasgow in September 1954. One 
for doctors will be held on September 14 to 17, 
and one for nurses, health visitors and social 
Full details can 
Secretary, 


workers on September 14 to 16 


be obtained from The Scottish 


Association for the Prevention of 


Street, Edinburgh 2 


National 
Tuberculosis, 65 Castle 
COMMONWEALTH TUBERCULOSIS 

CONFERENCI 
Fourth Commonwealth Health and Tuber 
National 


Association for the Prevention of Tuberculosis, 


TH 
culosis Conference, organized by the 


is to be held in London on June 21-25, 105. 
Preliminary particulars can be obtained from the 
Secretary-General, N.A.P.T., Tavistock House 


North, Tavistock Square, London, W.C.1 


ARCH LABORATORIES 
Mayor of Hestor 


and 


NEW RESI 


On May 20, the and Isleworth 


opened the new research administrative 


building which Parke Davis & Co. have erected 


Hounslow site to with the in 


their 


on their cope 


creasing demands on research and pro 
duction departments. The new building includes 
research laboratories, a micro-analytical depart- 
ment and a library. At the official 
luncheon, which followed the opening ceremony, 


there 


research 


it was announced that as from June 1 


would be a further reduction of 10°, in the price 


of all ‘chloromycetin’ products 


AN INDIAN JUBILEI 

April 1954 Intiseptic, the 
Indian medical journal, celebrated 
Mudaliar, the Vice 


contributes 


issue, The 


WITH its 
well-known 
its golden jubilee. Sir A. I 
Chancellor of Madras University, 


the foreword, congratulatory 


and there are 


messages from leaders of Indian medicine and 


journals throughout the world 


articles deal with the 


medical 
of the 


trom 
Many 
all branches of 
during the fifty 
founded by Dr. | 


advances in 


medicine which have occurred 


years since the journal was 


Rama Rau 


AND THE HOSPITAL 
Doctor 
in the 


G.P 


month's 


THI 
IN last 
p. 383) the 
department of a ‘busy general hospital’ makes a 


(June 1954, 


outpatient 


Family 


medical secretary 


useful suggestion for helping to reduce the delay 


which all too often occurs between a patient 


seen in hospital and his general prac 
from the consultant 


being 
receiving a report 
concerned. This is that 
should have their names and addresses printed 
on the outside of their envelopes. She points out 
others, the 


titioner 


general practitioners 


that in her hospital, as in many 
primary details, including the name and address 
of the referring doctor, are filled in on the 


patient’s case-sheet by the registration clerks. 


These girls are not allowed to open the doctor’s 


letter and they have therefore to obtain his name 
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and address from the patient. Unfortunately, it 
has been found from experience, certainly in this 
particular hospital, that 85% of the 
patients are unable to give this information. As 
2% of letters written on 
small pieces of thin paper, which disintegrate 


some 


patients ‘have very 
or vanish during the session’, the consultant and 
‘without a clue’ to the 


doctor’s identity, and the report is either delayed 


his secretary are left 
or not sent at all. 


POPULATION TRENDS 

in England and Wales, the number of 
people aged 65 years and over increased by 
68,000, whilst those aged 15 to 64 decreased by 
hooo The expectation of life of a boy at birth 
is now 67.06 years, and of a girl 72.35. This 
compares with 48.53 and 52.38 respectively, on 
the basis of the death rates for the years 1g01- 
1910. Deaths from 
tinued to rise, reaching 659 in the first three 
quarters of the year, compared with 586 in the 
corresponding period in whilst deaths 
from accidental burns fell from 593 to 522. The 
number of suicides increased from 3,229 to 
3,541. In the September quarter, the infant 
mortality rate was 22 per 1000 related live births, 
compared with 28 in Scotland and 19 in The 
Netherlands. In the quarter, the 
death rate per 1000 population in Greater 
London was 9.8, compared with 10.1 in New 
York and 8.7 in Oslo. 


IN 1953, 


accidental poisoning con- 


1952, 


December 


CADET NURSING SCHEME 
AN interesting nursing experiment has recently 
been approved in principle by the Liverpool 
Regional Hospital Board. The scheme provides 
that boys and girls wishing to enter the mental 
nursing profession and who are unable to enrol 
as students until they have attained the age of 
15 years, can proceed direct from school into 
Whilst cadets will not be 
employed in wards until they are 18 years of 
age, they will be introduced into the hospital 
life generally by working in suitable departments 
of the hospital they will thus become 
familiar with the details of hospital routine. 
Further education is to be provided without 
charge at a loca Jeducationa! institution. 


the hospital service 


and 


THE PROGRESSIVE LEAGUE 
Tue chairman of the council of the Progressive 
League writes: “The Progressive League was 
founded in 1932 for the 


and social 


study of 
problems 


political, 
and for the 
application of rational principles to their solu- 
tion. It is not 


economic 
associated with any political 
party From its inception the League has 
consistently advocated the application of liberal 


and enlightened principles to the sphere of 


PRACTITIONER 


sexual law and the present published statement 
“The 


abandonment of fear and ignorance as a means 


of its policy includes the following aim 


of controlling sexual conduct in favour of an 
appeal to the enlightened conscience of the 
individual” . . . As regards the social problem of 
homosexuality, the League hold the view that 
the character of the homosexual mentality is 
such that harsh punishment is worse than use- 
less, in that it tends to harden the occasional 
homosexual into an inveterate one, and that the 
only treatment which has any chance of being 
The President of the 
League is Mr. L. A. G. Strong. (20 Buckingham 


Street, Strand, London, W.C.2.) 


effective is psychiatric’ 


RABIES IN CHICAGO 


‘THE death from rabies in Illinois 
1952 is reported from Chicago (7. Ame 
Ass., 1954, 154, 1356). This was a boy, aged 24 
years, who was bitten on the hand by 
dog on December 8, 1953. The family 
cauterized the wound. On January 20, 1954, he 
was admitted to hospital, with a temperature of 
105° F. (40.5° C.), stiff neck back, 


drop, flaccid paralysis of the right arm, dys- 


first since 


ie d 


a stray 


doctor 


and head 
phagia and extreme restlessness. The child died 
four days later. Direct examination at the State 


laboratory revealed Negri bodies 


TREACHEROUS TABLETS 


PROTECTION of children from gaily coloured 
tablets intended for adults was urged at a recent 
meeting of branch representatives of the 
Pharrraceutical Society. They asked the council 
of the Society to discourage manufacturers from 
producing such treacherously attractive tablets 
It was pointed out that they often resembled 
sweets that could be bought in any confectioner’s 


shop 


INKSTAINS VANQUISHED? 
Ir is announced that silicone fluid can now be 
blended easily and effectively with most hand- 
cream compounds. The addition of the silicone 
other water- 


fluid is said to prevent ink and 


soluble substances from staining the hands 
Hands coated with cream containing the fluid 
can, it is claimed, be completely cleaned by 


merely rinsing them under the tap 


AUSTRALIA'S WANDERING DENTIST 
To bring dental aid to the outposts of New 
South Wales the Far West Children’s Scheme 
arranges for a mobile dental clinic to visit these 
isolated areas every year. Last year, during a 
three weeks’ tour the clinic travelled 2000 miles, 
visited 21 small and 


attended to 795 children and 15 adult patients. 


towns and settlements 


CONTINUED ON PAGE /08 
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those examined had sound teeth 


Only 112 of 
that required no attention. The dentist in charge 
of the clinic pulled out 1,604 teeth and filled 333 


record for the 


The 


39 children 


for children aged 
Pilliga 


5 to 15 
tour was at where were 
attended to, 
that 197 were extracted and only seven filled 
an average of five child 
seen. The tragedy of the situation is that the 
parents of of the 
money, but much of this is spent on chocolates, 
There 1s also 


whose teeth were in such a state 


extractions for each 


many children earn good 


sweets, cakes and fancy biscuits 
a lack of fresh milk and green vegetables—due 
mainly to the low rainfall, but partly to the 
of the 
to keep a 


apathy parents who find it too much 


trouble cow or grow their own 


vege tables 


INDIGESTION’ 


publishe d in 


‘NOTES ON 
Tuis pamphlet, originally 
title of ‘Notes on the 


indigestion’, explains in 


1949 


under the nature and 
simple 


of the 


treatment of 
language the principles and practice 
treatment of dyspepsia and is intended for dis- 
tribution by practitioners to their patients with 
dyspepsia, in order to help them to carry out 


instructions. It proved so popular 


their doctors’ 
that it has been reprinted ten times during the 
last five vears. A revised edition has now been 
Notes on tndiges- 
from the Pub- 
Bentinck Street, 


prepared under the title of 


tion’. Copies can be obtained 
lisher of The 
London, W 


or 100 for 4.2, post free 


Practitioner, 5 


1, price 6d. each, or 10 for 4s. 6d., 


CROATIAN TRANSLATION OI 
THE PRACTITIONER 

Soon after the publication of our ‘Advances in 

Treatment’ special number last vear we were 


Zdravko 


medical 


approached by Dr Asperger, the 


editor of the Yugoslavian journal, 
Zastita Zdravlja, for permission to publish a 
translation of the articles in this number in book 
This 


book has 


form in Yugoslavia permission was 


willingly given, and the now been 


published under the title of ‘Posebni_ broj 


Napredak u The 


made by the Editor, who recently spent fifteen 


LijeCenju’ translation was 
months in London as a British Council scholar. 
In an editorial preface it is stated that this is the 
first of a series to be published in Yugoslavia, 
consisting of translations of foreign medical 
books dealing with modern aspects of practical 
medicine. We wish our Yugoslavian colleagues 
new enter- 


every success in this commendable 


prise. 


PUBLICATIONS 


Itlas of Hematolog, This Swiss 


The Sandoz 


PRACTITIONER 


publication, originally produced in French and 


German only, is now available in English 


As hematological atlases go, it is very good 
It contains 44 plates comprising a total of 256 
illustrations of normal and pathological elements 
found in the blood and blood-forming organs 
The pictures are photomicrographs. Each plate 
is faced by a page of descriptive matter and with 
diagrammatic keys to aid identification of cells 
The illustrations are 
devoted to the 


preceded by 75 pages of 


matter basic principles of 
hematology and the hematological techniques 
The quality of the on the whok 


excellent but in view of the 


pictures is 
great difficulty in 
securing completely satisfactory representations, 
expected, grounds for 


there are, as might be 


criticism here and there. For example, the 


picture of megaloblasts in the bone marrow is 
not very typical and would be of doubtful value 
to the beginner 

The 


work and care in its preparation, and 


amount otf 
Messrs 
Sandoz are to be congratulated on its production 
It should 


embryo hematologist, and will provide a valu 


atlas reflects an enormous 


prove a useful acquisition to ar 


able source of reference, but not a substitute for 


a practical apprenticeship. (Sandoz Products 


Ltd., price 42: 


Pneumocomosis Abstracts. Vol. 11. Edited by 
E. L. Middleton, 0.8.£., M.D., D.P.H rhis is 
the second volume of reprinted abstracts relating 
to pneumoconiosis that were published in the 
Bulletin of Hygiene 


covers the period 


1926 to 1950, and 
The 
classification as 


index 


trom 
1939-50 arrangement 


follows the same convenient 
that adopted in the first volume and the 
The s¢ 
really indispensable to anyone interested in in 


Abstracts of papers 


is helpful and complete volumes are 


dustrial pulmonary diseases 
covering special subjects such as these provide 
an excellent means of reviewing the present 
state of knowledge and this example might well 
be followed in other fields of 


Isaac Pitman & Sons, Ltd., price 8os.) 


medicine. (Sir 


Third Annual Report on Stress, by Hans Selye, 
M.p., and Alexander Horava, M.D., is a book of 
637 pages, of which about 92 are reading matter 
and the rest index. As a guide to the literature 
on the subject it is a useful reference book but 
one cannot help wondering whether this time 
the authors have not thrown their net too wide 
There is a real danger of the term ‘stress’ be 


ginning to lose all meaning and becoming 
synonymous with 


bolism. (Acta, Inc., price 80s.) 


endocrinology and meta- 


Me dic al 
Register of 


Auxiliary 


Chiro 


The National Register of 


Services.—The 1953-54 
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podists, the 1954 Register of Orthoptists, and 


the 1954 Register of Operating Theatre Tech- 


nicians have now been published. Copies of 


these Registers will be supplied, free, to 
application 
Board of 
B.M.A 


W.C.1 


registered medical practitioners on 
to the The 
Registration of Auxiliaries, 


London, 


and Registrar 
Medical 


Tavistock oquare, 


Secretary 


House, 


The School and the Site, by Catherine M., Clark, 
Mackintosh, is No. 9 


London School of 


M.A., and James M M.D.. 


in the Memoir Series of the 
Described as 


the 


Hygiene and Tropical Medicine 
to celebrate 


School’, 


‘an historical memoir twenty- 


the 


interesting reading for the 


fifth anniversary of it makes most 
medical historian as 
well as those more specifically interested in the 
the The 
half is devoted to a history of the Keppel 
School is bui 


17th 


School itself first 


otreet 


development of 


site, on which the It, and traces its 


development from the century, when it 
was open land, to the present day. Incidentally, 
it is of interest to note that John Constable, the 
artist, lived in Keppel Street and that Anthony 
The 
tells the story of the building and development 
of the 
to be congratulated on a pleasantly 
addition to the 


(H. K. Lewis & ¢ 


Trollope was born at No. rf second half 


School as it now stands. The authors are 
written 
London 


medical history of 


21s 


Ltd., price 


Surgical For the short 
at the daily sessions of that name during 
Annual Congress of the 
llege of Surgeons. Much of the 


experimental 


um present papers pre 


sented 
the thirty-eighth 
American Ce 
work described has been done or 


rts closure of defects in the 


Gross rep 


nter-auricul 


animals 


ir septum by an ingenious operation 


through a latex well sutured 
wall. Pate 
replaced segments of arteries by 


find 


in which he operat« 
to an opening in the atrial and others 
have freeze- 
such 


Rip- 


re- 


with 97 success, and 


than 


dried grafts 


grafts more satisfactory fresh ones 


stein makes a convincing plea for primary 


1 


section of the colon with ileostomy for ulcerative 


colitis. Graham and Graham of Boston have 


investigated the effectiveness of radiotherapy in 


the treatment of cancer of the cervix, and find 


that cytological vaginal smears 
the 


alpha-toco- 


examination of 
can detect those which are not responding; 
administration of testosterone or 


from 


pherol converted the 


response poor to 
good in six out of seven cases. The replacement 
of large defects in the abdominal and thoracic 
wall by flexible polythene plates is described by 
Goldman, Johnson and McCorkle. 
This is a book, 
pages. Some of the 
practising surgeon, but the greater part is for 


hundred 
the 


long some seven 


articles will interest 


THE PRACTITIONER 


the research worker. (W. B. Saunders Co. Ltd., 


price 50s.) 


Tuberculous comprehensive 


He lp for th 


particulars 


gives 
of the facilities available for tubercu 
lous patients and their families in the way of 


care and after-care. Practitioners and social 


workers will find it of great help as a guide in 
tuberculous 
Association for the 
Tavistock Houss 


price §s.) 


dealing with their 


(National 
Tuberculosis, 


fe 


patients 
Prevention of 


North, London, 


ind the Patient, by 
j 


second ed 


Doris 
How 


usefull 


Psychology, the Nurse 
Odlum, M.R.C.S., D.P.M 
the 


tion 
le arn 
who 


ibles 


much can nurse in 
he re 


discipline er 


training 


about psychology? those would 


that 


are 


claim nursing 


young 
women to sharpen their latent intuition about a 


needs There are others who, 


so many psychological 


patie nt’s 


since 
errors may be committed 


by the well meaning, would wish much theory 


of mental mechanisms to be taught in consider 
able detail 


steers a 


Between these extremes Dr. Od] 


wise course, and her book can read 


easily by students, and affords a plan from which 


lecturers to nurses can draw many suggestior 


For the former the picture is well drawn; by the 
may be made 
Dr 
the 


1 
full 


latter criticisms 


different 


some since their 
Odlum’s 


ground 


trom 
ch 


book, 


emphasis may be 
But 


covered 


the simplicity with wh 


makes it a short 


truths, and will stimulate those who 


ill with intuit 


Ltd 


and 


Virror 


to further reading 
insight. (Nursing Price 
kf vpert Committee 
No. 74 in the 
It reviews fully 
and 


recommended 


on Plague, Second Report 
WHO Technical Report Serie 
the current status of the control 
treatment of 
tor 


Early cases of 


plague Streptomycir S 


the treatment of pneumonic 


ugue can be 
For 


pneumonic-plague 


plague bubonic pl 


effectively treated with sulphonamides the 


protection of contacts ofl 
the 


patients committee recommends the ad 


doses of 3 g ta 


“The 


value of 


ministration of daily suitable 


SIX davs commiuttec 


the 


sulphonamide for 
acti« 


prophyl 


(H.M 


recognized 
after 
Office, 


likewise 


vaccine this course of treatment 


Stationery price od.) 
Sanoid’ First Atd Re No. 43, 


in addition to listing the comprehensive 


uisites catalogue 
s¢ lec 
tion of 


appropriate products of the company 


a useful summary of the many regula 
Aid 
be obtained on application 


Ltd 


includes 
tions governing industrial First Copies of 
the catalogue may 
to Cuxson, Ge rrard & Co 


Oldbury, Birmingham. 


Fountain Lane 
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‘Terramycin 


BRAND OF 


Obstetrics 


and 


Gynecology 


In obstetrical and gynecological infections, 
the particular value of Terramycin lies in 


its efficacy against the variety of xtiologi- '!NDICATIONS 
; 1 0 as ; 1. Mastitis 

cal agents involved. Oral administration , Vaginitis and Cervicitis 

causes rapidly attained blood serum and = 3 Urinary Tract Infections 


3 
7 : : : 4. Post-partum and 
urinary therapeutic concentrations of post-abortal infections 


4 5. Surgical prophylaxis in 


ry” . l 
errs rc e , 
] em yCun gynecology and obstetrics 


. Other gynecological infec- 


tions due to Terramycin- 
sensitive organisms. 


Terramycin can now be used for all suitable conditions in 
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THE PRACTITIONER 
fifty Bears Ago 


all 


added unto you 


manifestations and 
William Osler 


Know syphilis iz its 


JuLy 

He whole July number of The Practitioner fifty 
Notes by the Way’, 
syphilis ‘in all its manifesta- 
Paul Chef de 
(H6pital St. Louis), 


years ago, including is given 
up to the subject of 
relations Gastou, 


tions and 


de la I aculté 
opens the 
History of Syphilis 
Ricord 
the 


Laboratoire 


Paris, with an article 


entitled 
Ricord’ 
greatest authority or 
John Hunter, 


erroneous teaching that gonorrhcea and syphilis 


symposium 
France 
(1500-59) 


in since 


Philippe was the 
venereal diseases after 
and overthrew the latter's 
fashionable 


he 


Holmes 


are identical \ successful and 


des- 


the 


orator, and cynic, 


Wendell 


iterature 


dermatologist, was 


cribed by Oliver as 


Voltaire of pelvic a skeptic as to the 


morality of the race in general, who would have 


submitted Diana to treatment with his mineral 


specifics, and ordered a course of blue pills for 


the vestal virgins’. Gastou’s paper contains 


( harle Ss 
birth occurs 


several references to Philippe Ernest 


ot w hose 


Gaucher, the centenary 


on July 26. Eponymously remembered for his 
description of “Gaucher's disease’, he also made 
a number of contributions to dermatology and to 
syphilology, but he was given to rash and often 
In his 


infantile paralysis, many dental mal- 


unwarranted statements opinion ap- 
pendicitis, 
formations, and numerous deformities were 
syphilitic in origu 

Louis Wickham, Médecin 
(Lock Hospital), Paris, discusses 
the 
Touton deals with the treatment of syphilis in 
Wiesbaden; and Anton I the 
treatment of the disease at Aix-la-~Chapelle 


Aix-la-Chapelle system’, 


Saint Lazare 
Mercurial In- 


Karl 


de 


jections in Treatment of Syphilis’; 


even describes 


the which consists u 


the ‘inunction of ung. cinereum in conjunction 


the external application and _ internal 


the 


with 
administration of mineral waters natural to 


Among the 


the place’ 
curial inunction the author 


complications of mer- 
mentions stomatitis, 
intestinal In this 
nexion it may here be recalled that Schopen- 
hauer, while a medical student at the University 


catarrh, and eczema con 


of G&ttingen, is said to have contracted syphilis, 
which treated of 
mercury. The resulting salivation, internal pain, 


was with enormous doses 


and depression may well have been responsible 
for his lifelong syphilophobia and for his hatred 
of 
haired 


long- 
the 


short -legged, 
purpose in 


women—undersized, 


creatures, whose sole 


} 


and all other things 


a Vox ation 


relations, 
Internal Medicine 


as 
1904 


world is syphilis. ‘It is, of c 


idle - 


results 


to 


warns 


spread rurse 
Dr 


the 


Lit ven, to 
Aix-la-¢ hapelle 
} 


cannot D« 


expec t miraculou 


from treatment 


] 
repaired 


Destruction of vita 
this 


organs 


and applies particularly to extensive 


paralyses which are due to lesions in severa 


places in the brain and spinal cord, especial 


been in 
The 


older the paralysis, the smaller 


where these have existence or a cor 


siderable time general axiom is: the 


are the chances 


of recovery’ 


Philippe Ricord (1800-1889) 


Sir Alfred Cooper, F.R.C.S., Vice-President 
Royal College of Surgeons; Consulting 
to the West London, St. Mark’s 

Lock Hospitals, takes as his subject 
Treatment of 
of which consists in 
poison from the system by sweating and purga 


Sir Alfred Cooper (1838-1908), i 


Surgeon 
to the 
Zitt 
the 


and 
The 
Syphilis’ 


mann Tertiary 


principle eliminating the 
tion’ 1574 


went to St. Petersburg as medical attendant to 
Edward VII, when Prince of Wales, and was 


decorated by the Tzar. He was knighted at King 





I12 THE 
continued 
1go02 
the 


Firry YEARS AGo 
Edward’s Coronation in 
Plarr’s Lives, ‘He 
life a wide knowledge of 
Courts, partly 


According to 


gained in course of his 


the 


in Hospitals, and partly in 


world, partly at 
the 


exercise of a branch of the profession which 


reveals the frailty of 


chiefly 


more than any other 


kind, for he is 


man- 
now remembered as one 
who treated syphilis’ 

In his article 


F. W. Mott, 
ologist to the 


Syphilitic Disease of the Brain’, 
M.D., F.R.C.P., F.R.S., Path- 
London ( Asylums, 
Physician to Charing Cross Hospital, 


ounty 
states that 
syphilis is by far the most important cause of 
organic brain-disease in adults; and that it is 
one of the most weighty extrinsic factors in the 
production of insanity J. Ernest Lane 


F.R.C.S., 


on Anatomy, St 


Surgeon to Out-Patients and Lecturer 
Mary’s Hospital 
the Lock 


Serum-Treatment in 


“Surgeon to 


London Hospital, in an article 


Syphilis’, 


on 
Ihe 
treatment of syphilis by injections of serum has 
the 


writes 


been practised intermittently for past 14 
years, but the results of this treatment have not 
been sufficiently favourable to recommend it as 


a routine therapeutic measure’ 


PRACTI 


rIONER 


Semior Ophthalmic Surgeon, St. Bartholomew’s 
Hospital, describes “The Ocular Manifestations 
and StClair 
R.C.S., Assistant 

Throat, 


Syphilis and its 


in Syphilis and their Treatment’; 
Thomson, M.D., F.R.C.P., I 
Physician the 


Hospital, deals with 


for Diseases of King’s 
College 
Air Passages’ 


the 


‘Treatment in the | 
Che 


which is held over 


pper 


concluding article in symposium, 


until the August 1904 issue, 


is from the Hutchinson, 
F.R.C.S., F.R.S., LL.D 
to the London Hospital 
Note on the 


remarkable 


pen ot Jonathan 
Consulting Surgeon 
title \ 
[reatment of Syphilis’: ‘It 


fact that 


and bears the 
mercury obtained 
reputation almost immediately after the fi 
introduction of syphilis into Europe, and it is 
of interest to reflect that the pills which were 
known as “‘Barbarossa’s”’ (not the Emperor, but 
was 


the 


and of which a large 
the 
probably 
Nlessrs 
now supply by the million for the 


rhis 


and in the 


the doctor) quantity 


furnished 
First, 


Francis 
the 
Burroughs and Wellcom« 
the 


for treatment of 


| 
were essentially same a 


those which 


benefit of 
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Years of clinical use have proved ferrous sulphate an unfailing 


stimulant of haemoglobin formation. Folic acid has a briefer 


history—but ‘t s equally firmly established as specific for 


red-cell maturation. 

In FOLVRON,* ferrous sulphate and folic acid are combined 
Folvron therefore provides a “two pronged” attack against 
the anaemias—-ferrous sulphate to counter iron deficiencies, 
and folic acid to combat a wide range of macrocytic anaemias. 
Moreover, the combined action of these two components often 
brings swifter improvement in the patient's general condition 
than when the factor specifically needed is given alone 


* Trade mark 


Folvron 


NOW IN 3 FORMS — Capsules, Tablets and Elixir. The 
Elixir is specially suitable for administration to children 


1 


CAPSULES: FOLVITE® folic acid | TABLETS: FOLVITE folic acid, ELIXIR: FOLVITE foli 


1-7 mg. ferrous sulphate exs ccated 1-7 mg., ferrous sulphate exsiccat 2d 0-89 mg.. ferrous gluconate 281 mg 
3 grains per capsule. Bottles of 3 grains per tablet Bottles of alcohol, 2°. per teaspoonful (4 


30,100 and 1,000 30,100 and 1,000 Bottles of 16 fl. oz 


LOOK 10 LEDERLE LABORATORIES DIVISION 
Cyanamid Products Lid. 


FOR LEADERSHIP BUSH HOUSE + ALOWYCH LONDON w.c.2 TEMPLE BAR 5411 
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Capsules 


are now available in TWO FORMS 


STANDARD 
Containing 0.50 G. sodium salicylate which may be 
taken with complete freedom from nausea or gastric 
disturbances. 
Indicated in acute articular and extra-articular 
rheumatism and its complications, rheumatic pains, 
infections and hepatic disorders. 


VITAMINISED 


Incorporating vitamins B,, C, K and PP with the 
normal 0.50 G. sodium salicylate. 


The preparation of choice in all cases in which very 
high doses of sodium salicylate are necessary, notably 
in the active treatment of acute articular rheumatism, 
polyarthritis, lupus erythematosus and carditis. 


Both forms are available in packings of 50 capsules and tax 
free dispensing packs of 200 and |,000 capsules 


Literature and sampies on request 
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OTION CICKNESS 


As a result of an evaluation* of a number of drugs, including 

other antihistaminics, for their ability to protect against motion 

sickness it was shown that the active constituent of Ancolan was 

“the only compound that protected when given but once daily’. 
© Journal of Pharmacology and Experi Therape , Dee. 1962, p. 376) 

Its advantages are — LONG DURATION OF ACTION, EXCEPTIONALLY WELL TOLERATED 


ANGOLAN... 


Tablets containing 25 mg. meclozine dihydrochloride 
DOSAGE: I or 2 tablets 1 hour before commencement of journey 
Basic N.H.S. prices: Bottles of 25 tablets 3/8 and 250 at 32/6 
Descriptive literature is available on request. 





THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 
Anct/ £/54) 


Printed in obs Britain by F. 7 LL ys Liarep, Lennox House, Norfolk Street, London, W.C.2, and 
MITED, at §, Bentinck Street, London, W.1. Registered at the G.P.O, for 


pon ane at Magazine Rate to Canada and Newfoundland. 





